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General bhcljkjroundl nird intr,.cdutnrY remar]s 

In -ceping with the overal.l theme of our Conference, it would be 

relevant, I. th' .k, to itnontlcn first of nl]. the health problems of the 

people of Cor-ontal.Lh majority of whom arc thet:..,,! C-.r.bbean--the 
ordescendants c:F oaorlr who wore brought from Africa under slavery, 

as indenttred 1n:moure's frcom lnia, l'ortugal and China. These problems 

may be sum,.i.arIzed as follows: 

- Creato-t catses of sickness and death in the region result 

dir( ctly fi'o:n "oor sanitary conditions. 

- Chief dangers in Ohe environment arise from insufficient 

ard iinrafa water supplies follo.ed by Insanita-y sewage 

d i.po . 

- 20 to 30% of all deaths in the Caribbean are due to ccnmmuni­

cable i.jt:ses, with one-thl.rd of these deaths resulting 

fron diseases that could easily be prevented. 

Combined malnutrition and diarrheal dieease in children 

under two years of age account for most of the deaths in 

this age group but also for one-fifth to one-third of 
deaths of 0l ages. 

- The dea h rui.e amunVL nL(tu LtI)LuLL Ul Ca.ibbeanl1 is Bx Lo 

seven times greater than in North America. The incidence 

of anaemia is quite serious. 

- Existing sewage systems serve only a small fraction of the 
urban population ranging from 5 to 307. 

- Mental illness constitute almost half of the total volume of 

illness.
 

- Crave problems of dental health, venereal diseases, diabetes 
and alcoholism. 

The picture is not dissimilar in Latin America as a whole, and 
among the peopla who live in rural areas in particular. Their common 

health problewLs are inextricably bound up with the overall social 

and economi.c !acl2wardnc's of the flgion, which is deeply rooted in 
the operatkion d si:ru.cture of their economies. Among the most 

formidable ota.cles to development are technological and cultural 
drepnrlrnrnv snd it- re'lntnd '.le of self confid'epn ndt FeI.f 'ieiince; 

and the way in which Lhe available economic surplus is at present 

distributed. 

As Winkelstc n has so candidly rernarled in a fairly recent ana­
ol-,sis of the Ifcto -. urndrlying th.. allocation of health and disease 

care resourcee: 
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namely overty remina n the most po,,erful determi­

nants of nlt::.'red health ;tatus and clinical disease today. 
It may vll be that the elimiration of poverty in and of 

itself could dra,,!,,lly alter the health status of tile 

population in a favorable direction. 

The heslth man- cvn:r pveblem 

One of tha malor contraints or the delivery of health services 

to the five mill ion inl!abit:arts of the Commonwealth Caribbean i the 

acute shortage o'F trairied he.alth workers. 

This problenm hat- been discussed in detail by representatives of 

professions on many previous occasi.ons.goverrn.ents ar.ci of the health 

It would suffice here i.f I cmpn,.isi.ed that the problem is multi-facLorl'al,
 

and is not sim.nly that there are too few doctors and dentists. As iir­

portent, if not more so, i!' their maldistribution between urban and rural/
 

hinterlrri areas, and betwcen hospitals and comrunity health services.
 

Coupled with in - !fir.cnc, and maldstribution is the poor util.isation
 

of expensively troined health urofessionals, and the continuous emigra­

tion of trained staff to "greener pastures".
 

In the Commonwealth Caribbean as a whole the number of doctors/
 

10.000 is a mere 2.87 and of dentidt:*cnuch less than 1. 

,.cprcCnt.,tiv sample figureS (o972) foi- aahlnlhle allied health 

personnel are as foJ.ows: 
/10.000
 

Nurses & 1,1idwives 3.725 (excluding Bermudal 7.45 

Nursing Assi.tants 1.081 2.2 

Public h...alth Inspectors 552 1 

Laboratory Technologists 253 0.5
 

Nutritionits & Dietitians 27 
 .05
 
6 .01Health Educators 

In thirteen countries of the Region there are schools of nursing 

(under thc, aei. of Ninictries of 1-Tealth) which offer three year Diploma 

prograrmmes. Some of them also have shorter progrmmes for the prepara­

tion of nursing assistants. Only six of the nursing schools, however, 

have reached the standards set by the Regional Nursing Body. 

Apart from Nursing, there is a very restricted range of programmes 

for the education and training at institutions in the Region, of other 

categories of hevalth personnel. Most of the training conducted by 

individual Mini,.stries of Health is sporadic, ad hoc, unorganised, often 

eaixely ir-s%rv..,cc, and ..... in the main b, part-time ttnrs 
who do not havo the desirable professional tutorial skills. 

Here again, we have a pattern in Latin America which is woven of 

the same cloth. !,arentheLically, we might note in relation to thc 

"brain , dairn" ftctor, the point stressed recently by Vicente Navarro-­

http:cmpn,.isi.ed
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The inf low (to the USA) of Latin American physicians 
during the period 1.960-69 was ec'uivalent to nine 
medicl. schools, with an estimated annual direct and 
indirect sovings in those years of uS$300 million. 

The Health Manpo or problttm in the countries of the Englinh­
speaklng, Caribbc~rn is but an aspect of their underdevelopment. The 
more that ona understands.-&U~ the par meters of underdevelopment, 
the more is one tempted to conclude with 1"4auricc Kng and Navarro, 
that ny defini'tvit solution must await a social. txransformation, based 

ol need and ou: eooli t,.rian pcrspcct:ivre. This oppreciation in no 

Way absolve- 1s from :t.npti g parti.-*1 solutions in the context of: 

the here and 

77heAp oach 

Since Febra,'ry 1969, at successive annual meetings of the 

Caribbean 11ealtb Mlinistcrs' Conference (CE'[1C), the acute shortage 

of Allied HEalth personnel-.-health workers other than doctors and 

dentists--has bceen identifi d as the central problem; and the urgent 

need has fpaeda planned regional program of education,been for 
and training to rc.cdy present deficiencies and to guarantee .a 
continuing supply, adequate in number and quality. 

PAHO/,,IO has been attempting, therefore, in cooperation with 
the vernm z-nr.-over the Dast three or four years--at the m .ificatio 

and exparsion c,; existing resources, and at the organization of a 

Regional system for the planned formation of Allied Health vorkers. 

A Regional Project: has now been 'ormulatedl in which and insti­
tutionalized, multidiscliplinary and re,,iional approach will be employed. 

By "insti tutionalized", we mean that the programs for health 

workers would be based at educational institutions. In the aggregate, 
all of these in::,titutions would cater for the education and training 

of health workhrs to aide, basic and atdvanced levels; and at all 

levels, pLe-service, in-service and cuntinuing education prcgrams 

would be included. 

The Project will be based therefore cn a network of educational 

•nstl.tut ..ons throughout the Coldnonwealth Caribbean. Cooperative 

agreeents will be concluded between these institutions and the service 

divisions/depar tments whi0ch will prov ide structured work experience 

for tin... Li nkages will also bc forged between the 

educational in,.;titutions which wvill be directly involved in the Project, 

on the one hand, and the University, on the other. "Univerf:;I. 
used here in trie generic sc.nse Co0Utclude not only the three campuses 

of the DWI, but other Caribbean Universities as well, and also Uni-, 
and other countries.versitits/Collges in the USA, Canada, Britain, 
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Through these linkages and the conclusion of formai/informal accredita­
tion arrangements, opn/eriktid basic curricula will dovetail into post­
basic/degree level programs at the University. This will facilitate
 
career mobility based on th. vertical and lateral development of 
technical skills.
 

A multi-cJisciTp":i i y/cmulti-profcusi onal approach imn lies the 
coordination of progreins ior the preparation of different types of 
Ilealt*i wo--kers, in which maximum use i: mid'3 of core courses such as 
Human Biology, Basic Chemiistry, Public Health Biology, Community 
Health and Health Education, and Microbiology. This approach is not 
only economical in the use of time, physical plant and teaching 
personnel. Experience has shown that it contributes as well to what
 
some have called the 'sociail sation' of members of the Health Team.
 

May I digress at this point to make a few remarks about this
 

Health Team - a phrase that is so very popular these days. 'The Health
 
Team is not a simple group of persons, among whom the Doctor happens
 
to be the most conspicuous. It is not a group which is assembled
 
opportunistically to tackle particular health problems as :,,! when they
 
arise, and which is dispersed as soon as solutions have been found and
 
the crises have passed'
 

The real modern ]1ealth Team is something very different. In
 
Lhe flrst place, it h.. al the speci.l!charnct~ristics of a Team ­

a common objective, clearly tormulated, underscoud and acctpLUd by all 

its members; a specific allocation of tasks and responsibilities;
 
and an integrated profile, inwhich individual effort contributes 
solely to collective excellence. In its functioning, the Health Team
 
displays a unity of discernment and thought; conscious and efficient
 
planning of work; a freely established hierarchy; mutual respect among
 
its members; and respect of all for the authority of the Team. Above
 
all, the Health Team gives evidence of effective and continuous
 
integration.
 

The sharing of a more or lass common education l experience,
 
in an institutional setting, will be an excellent preparation for the
 
integrated practice of the Health Team.
 

Nor is the 'socialisatiod effect I talked of just now by any
 
means limited to students. It will benefit also their teachers. 
Nothing can be more stultifying to the professional growth and de­
velopment of teachers in any,discipline than to be deprived of the
 

intellectual stimulus of contact with colleagues in disciplines other 
than their own. The multi-disciplinary appruault will facilitate the 
exchange of iduas about novel inntructional tactics, the opti.'U use 

of audio-visual and simulation techniques; of experiences with methods 
of assessment and evaluation; and will promote a professional relation­
ship among Health Sciences' Tutors. 



As many different types of Hea1.th workers will be educated and 
trained lorcally in ench of the countries - to the highest level possible 
withi.n the liriilts of available resources, and tal-ing into consideration 
the financial constr'aint-r whiuch aro opcrativc. Or, the other hand, in 
so far as is possible, 1L'1Lstudent/tra5 nce .ntake to the individual 
programs will be adju.-ted to meet both national and regional demand. 
T[his is the essence of th Re.,-ina approach that will motivate this 

-'Project --th_ ,thared utili.-ntion to the optiirmal level, and on mutually 
acceptable terri., by all the countries of the R,'Fjon, of the resources 
available in the a eat- . 

T,err. is ii Ioicn tradition among tlhe peoples of the Commonwealth Car ib­
bean c~ontri!s of ,,herin euu t.ic.p:11 (and other) facilities .-ouite 

apart from rc-' I o n a lly o.'rd UHTth ..tlioe ­

Iheal-.l, the old 1rp :iai o..c:e of Tropicd Agr L.Llture, .rt'
 
Erdiston Teaciher Tra--ini g, Colleges€, Schools of 'Nurs-ingin Barbados and
 
Jamaica.
 

One other genarl. point needs to be made. The Project lays
 
stress on the importance of the preparai:ion of Tealth Scie-oces Tutors
 
who are not: only ouali.'ied in particular disciplines, but who also
 
know something about the principler of education and about teaching
 
methods. Formal programs for full-time tutors, and scminars and
 
workshops for part-time teaching staff at the weekends and during
 
vacations, will be included in the Project.
 

(Jp.ati.onai Ut.t iJ.s 

The resources at institutions in five of the countries of the 
Commonwealth Caribbean- Bahamas, Barbados, Guynna, Jamaica and Trinidad 
are/will be adetquate to satisfy both national and regional demand for
 
education and trainin',g in a range of disciplines. Some degree of 
specialization will bo a.'.loed for among these "Regional Centres",
 
both in the± interest of economy and to meet the needs of these special­
ities for which the number of students/trainees will be small.
 

The recently established Division of Applied Sciences of the
 
College of .,he T.hias i.s still at the preliminary planning stage, and
 
it is not po'ii-blo- to detail the programs that will be offered. How­
ever, it is very likely that a new two-year College - based progran of
 
basic nursirg edueatfi.on will be developed, and that the po,:t..basic
 
program for Con.munity Nurses wi..ll have a regional student intake. A
 
p)os t-ba icrc-gion:.l pror-m in Food ygienoe for Pblic Health Inspec tors 

has also been nroioscd. 're-health 'arvizes and introductory prop
 
for laboratocv technician-s and Pil's are in the course of "reparation..
 

Discussions are in progress with Florida International University 
about a po-sible _rt.culation between the basic programs to be of fered 
by the Divisic,ni nInd those at an advanced level at V.I.U. 

http:edueatfi.on


The Division of Realth Sciences of the Bnrbdos Community College 
was formally opened in November 1974. TLe first pre-health services 
program for 6I0 studencs, and a two-year basic program for 12 public 
health inspectors are in progr :,. Plans are well advanced for basic 
level programs in Nedical Technology, Pharmacy, Health Records and 
Statistics and for Dietetic Technician to co-:i:;ence in September 1975. 

There are also prelir..iiry plan.s for a trUlning program for 
Hlealth Sciences' Tutors to bi! coordinated by the Director of the 
Secondary teacher training unit of the *i'1I School of Education. Until 
such t-me as nati' ial Tutors can be trained, full-time Tutors are being 
made available by the ).'ople-to-People (11OP}') Fotn-ation, under a 
technical ssi.stance agreement with the Government. 

In C.uya:,, the Ui ivcrsity of Guyana has bc:. n involved since 
1966 in the education and training of allied health personnel. There. 
are on-going programs for medical technologists, medical auxiliaries, 
and public health engirtecrs; and plans for new programs ih 1975/76 
in basic nursing education, for X-Ray technicians, Public Health 
inspectors and Pub.ich Health Nrses. 

In October 1974, a new Department of Health Sciences pas created 
and a Head of Department appointed. A new laboratory has been built, 
at Goverunent expense - on the University Campus, specifically for the 
training of Allied Health personnel.
 

In Jameia, there are on-going programs at ;ASb, in Pharmacy 
and Medical Lab. Technology; and September t year saw the start of 
a Certificate 1,evel program in Health Rtecords and Statistics. It is 
planned to develop a Health Science Tutors' program within the 
Technical Teacher Training Division of CAST. 

Apart from CAST, there are well-established programs for Nurses 
at the Kingston School of Nursing, at the UIR-.Hospital, and at the 
Advanced Nursing Education Unit, U141; for PHIs and PIINs at the WI 
School of Public Health; for Dental Auxiliaries at the Dental. Auxil­
iary School, for PhysiotherapistF at the School of Physiotherapy; for 
Radiographers at the School. of Radiography, IWI Hospital; and for the 
training of Cotniunity Health Aides by the Ministry of Health. 

This in perhaps the most convenient place to mention the Diploma 
in Community 1eralLh rrogram of the Department of Social and Preventivc 
Medicine, T.IW1. This is, geared to the promotion of 
advanceh traini ng of Allied Dealth professionals to fit them for super­
visory/leadershjp roles. It is one of the Important "linkages" to 
whicih i alludedl earliu-L and will be .:..ted uncr the 'Project, by the 
provision, trough PAHO/WHO, of various types of assistance. 

In Trinidr ,d, the Government has stated that the Dental Au:'ilijary 
training polgr r:m(unded by the U]N)P) is a first step towards the 
establishment of a College of Health Sciences, first noted in 1969-70. 



The precise locatirin of tlha Colle.,,e has still t:n be declided, but one
 
propoal undfr co-,;idocatiorn a loan for a
is tbat World Bank School of
 
Nursl.ng o-n the F-(. I.-0o'tf.:La site shouild be ziugmented by a grant from
 
another extmr,-ul source for the cre:iation of a miulti.-discipliiary 
.nntitution. 

Apart from thre "'ogimfl J. citntrs" it si proposed that local
 
Divisnions o[" ,1. Sc iaiices he co:tabJi )hcd in the Leeuard and
0:li s houd 

Windward L wnJ,,, the traini.ng co:lejges,
wit.hi Tochnical/Tenchor 

In ti,n ' of L-h ssthe ;,nd'co s'i !eai S3::ienc education 

trati nir.g o4-' rs' tO hr].ito , le'vel C.
%ooil d .he major activity.
 
. -d foni,[Jii.:s-rc utilized t.:e of pre­a'.i w;:',-l- b.2 in p" vi :ion 

he - 1 SC'- ' ; ': ; '.:ii.n., [O rurn: i n: :- "istaiLs 1 dispcnse :.,
 

Ifezll.h c ' iants, he;l
pit Vt' i S;i t-va; con-,c;un i h aiit,, \,acrai:';.
 
odm:]i .s,a.1 ,,h'inc': drivers; and indtictio, cion r.es for "lay worker.,;'

in tinistrix.i Fortith.all those persornel
ef For for wh,,m it would be
 
cseritiak , i-rctii A f i.:Ic1.aboratery/hosp,,ai ::perience w*ould be
 
an integral port oil their educatiorwl preparation.
 

Provi.-jon will b,, made at Regional Centres and at local Div.is;ons
of Hcalth Sciences for Lhorc training, programs - of the comtunity heatlth
 
aide type - to prepare voluntary workers in local comunities for hcaith
 
promotional.:ctivtcir:, the pruveutiun of discase, and the trcatmena. of
 

(
minor a lrmrnt!: an' n i't c p . Linked with this t rain-Ing of voluntacy

ernnini tv ulit fit worl-o.rs wou.d be tne promotion under the Proiect oT
 
com~naunil:v V:.. L asso. ns and the achieverent through them of the
 
highest por,,iib]c level of partici.pation mong Caribbean communities.
 
Ccmminity heallh aociuions woul.d al,:o foster ideals of service among

studenf.s of TIt pro1:,! and mutu:;1, respect and esteem
tr:h i:-:omi, 
among All ed I-h rjt:h per-onrel. A noveme',t in this general direction
 
ha; alrady V-,'-gun, wi.l.h Lha nssit'ce of the fl;xecutive Secretary of
 
C]mVC, PAD:O/1.tvY) and thom Conmonweal.Uth Foundation in London.
 

One general concern of the l?:Oject sholl. be the promotion of 
rnasori.bly uni-cr;! mtanks of. a)! Cartific,.t.c and )iploma level 
fl, r. :as at jC ' 7trcei , [hat1 cuali fictionz w-7.ul, he. acevLa­-:e 00 

bl, throughout rw: j.[± 'ioa. Towards this end, ma-:imum use will 
b, made
 
of the external. extamirer system; and regional meetings of the h';.lth
 
professions .?S11 Imbespo,,sored. 

Future ­

it is.. iis that: throu-gh the it,:pleme,,tation of this fegionr~ir
Project over :he IFvp years, a ,y,;tem in::,-t Regional will evolve ''LO. 
..- alish-spe.i nAc,Cacibhcan for the planned form.ation of Allied ltex.th 
workernr. 

But can wn dare to h. e for more? Io it possiblc thet through 
a process of inter-c:tio, ..th the e,;tab!ised i diea. Faculty t, 1:.11 tL::: 

http:traini.ng
http:Nursl.ng
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-,r,-/- of T1ealth Sciences will ultimately pro­

duce for these cniitries the type V' public health doctor who will be 

skilled in the a:t -. l ,.cnce of I. ,;.Ith Carc (in contrast to disease 

care - diagnosi.s.., tr!;tcnL V,,i reh,.i.l.tation) .. practiti.oners with 

an apprecin.Ction of" 1:1 ccolo:;, n abidi rg inttcerst i.n the control 

and ma'iipultion oif thu huMan evironment and v.ith a thorough 
grounding in Pre, ' . 

14.J. Rosei1-, in Ms valedictory address at the University of 

North Caro]..in'a ,;opm? : e,,rs ag s .o 

Preventive 1.,dicintc. tr :eit, of V. tinme when there shall b)e 
enouoh for tl z-:o,! o.:y Im:an chall b.al I' .. share of 
'labok :in &,ccor(.'r wi't.h hii abili ty, and :-very man 
shall postcs suficfient for Lhe need: of iP body and 
the d': ,11h hea1th. These things he sh'll have 
as matter of justice and not of charity° 

Preventive rnedicine dreams of a time when there shall 
be no unnecessary nuffering and no premature deaths; 
when the welfare of the people shall be our highest 
concern; ,.,hen hiunanity and mercy shall replace greed 
and selfishness; Lind it drcems that all these things 
will be accc rtnlichod through tLhe wisdiom o,: IIan. 
Preet:[iv,. ,.: ip hte.'i,. o" thesoe thtiv,:s. not with 

the hope ttlat we Cuairimyj~L-Lt.pLL; Ltt'~z 

but with the Joy tha t we may aid in their coming to 
those who shall live after us. When young men have 

vision the dreanms of old men come true. 



Dr. flamid E1'Neil - INHIO/AFRO 
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The use of epidemiology in deciding on priorities
in the construction of diognosis flori charts 

These charts czn be used to. 
1. diagrose the most Corn-,on health problems seen in

pAtients ZLtending health tfcilitiCs, e.g. disp-nsalries, 
health ceLtres, hospitals, ccc. 

2. diagnose these conditions lst. MOSL patients attend as
outpatients and the avrag timei spent with ea-h
 
patient is about 3 minutes;
 

3. provide cl:ar ind;cations tor relarral from one level of
 
medical cre to -,,nohe,.
 

Such charts 
car be modified to suit the needs of 
any level of he-ith personnel. 

LI.n 

0 
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For example it was reported from som

countries 
 in the Region that out

all children presenting 

of
 
with fever athospitals only 20,% ciai a r9sitjve slide .or malaria. The other 80% had acuteionsilitis, pneumonia, otitis media, or*.astroenteritis. Such studies provided

he basis for the construclilon of d.agnosisf'ovcharts at one r,.edical school in theZgion. When tested on rme ical si 'Jdentsi.i the first ,ear of clinical studies, therewis 95'5 agree ,aent 'vith the final di .gnosisrnde by an experienced clinician. 

I­
0 



- Child bel,,.A' ISmonths with 
bu Ign ,non-,),- ,ilo 

fo' c e.,l, i. Yesr >MENINGIIIS >. REFE 

Older chilc with stiff 

Dysuria (child screams Ype3 ,,. URINARY rRA
whe_ pssing urine) INFECTION
 

No
 

Diarrhoea Yes GASTRO ENIERITIS

JNo
 
Joint pains, jaundice or Y" SEE CHARTS for JAUNDI 
d.spnoaa 

No
 

MALAR IS
 

NOTES
 



A set of 4.8 flowcharts were used.
 
Chart No. 25: Fever in a child
 

FeverFcvo or 
Dyspncca or 

iPNr 

yps >, EA1 
CLir 

R a sh of measles 
No 

M!tEAS 

No 

Dyspno,3a or 
Crept~bosCreoittLfons 

Ves 
-~PNEUMONIA 

i No" No 

Pus on tonsils ACUTE 
TONSILITIS 

$ BACTERIAL 
INFECTION 

No 

Pain incar 
or disch(,rqe 

Ye OTITIS MEDIA 

KjnT q 

V'I' 



The use of epidem-oiogy in deciding on priorities
 

in the construction of diagnosis flow charts
 

-	 These charts can be used to: 

1. 	 diagnose the most common health problems seen
 

in patients attending health facilities, e.g.
 

dispensaries, health centres, hospitals, etc.;
 

2. 	 diagnose these conditions fast. Most patients
 

attend as outpatients and the average time spent
 

with each patient is about 3 minutes;
 

3. 	provide clear indications for referral from one
 

level of medical care to another.
 

-	 Such charts can be modified to suit the needs of 

any level of health personnel. 



A set of 'ISflovcharts were used. 

Chart No. 25: Fever In a child 

Ye. 	 Dysrncca or ,. 
cror.t,,ions 

No 
Rash of measles 

No
 

Dyspnoc: orCrc~t~{o 	Yes 
~PNEUMONI ACrcnit(-,t-onsS 


No
 

Yes 	 Yes
Abscess or boils INNECK 

No 
No
 

Pus on tonsils y-Vn 	 ACUTE >. 

TONSILITIS 

No
 

, Pain in car 	 Yes .OTITIS MEDIA 

I- or discharge 

MEA 

PNE 

NIEA? 

See 07 
enlarr 

BACTER IU
INFECTIAO 

NOTES
 



Child blo,,i 12 mon".hs with 
bulging or non-pulV.,cle 
fontane!lo 

- Older child with stiff 
neck 

Yes MENINGIIIS - F 

,{No 

Dysuria (child screams 
when passing urine) 

Yes URINARY TR/ 
INFECT ION 

No 

Diarrhoea 
Yesr 

-- GASTRO ENIERITI S 

No 

Joint pains, jaundice ordyspno~a , Y > SEE CHARTS for JAUND 

w_---_ 
No 

MALAR It 

NOTES
 



Dean Ira Robinson 
College of Pharmacy, Howard University 



SUPPORTIVE PERSONNEL IN PHARMACY* 

rai.srorically, pharmacy and medicine have a common origin. The heal­

ing arts were practiced and presierved by an ancient priesthcod in the temples 

of by-gone civil~iawions The nowedqc, ski]is and mystique of the healer's 

crafts were faithfully recorded and passed on to succeeding generations of 

priests, who practiced their skills and expanded their knowledge through early 

forms of research and passed these on to those who followed in their foot-steps.
 

Yet, the origin and the development of the Healing Arts is 
as old as
 

history and the development of man himself and parallels this development.
 

Ancient man 
learned the healinq arts by trial and error and observation of
 

birds and beasts, and eventually applied his newly acquired skills to relieve
 

the sufferina of his family and friends.
 

It is said that pharmacy first became legally separated from medicine
 

in 1240 A.D. in Sicily and Southern Italy when royal edict prescribed regulations
 

for the practice and licensure of practitioners of pharmacy and medicine.
 

In the United States, pharmacy trainina has developed from an appren­

ticeship program to formalized, academic programs increasing in length and
 

breadth of discipline over the years 
to our present-day academic degree programs 

offered in our schools and colleges ol pharmacy today. The following various 

academic degrees have been offered over the years: 

1. Pharmaceutical Graduate 
(Ph.G.), two years of study
 

2. Pharmaceutical Chemist 
(Ph.D.), three years of study
 

3. 
 Bachelor of Science in Pharmacy, initially four years of study;

subsequently, 5 years of study or the equivalent
 

4. 
 Doctor of Pharmacy, basically six years of study for the basic

professional degree; however, seven years of study at 
some
 
colleges of pharmacy
 

*Prepa~ced by Ira C. Robinson, Ph.D., 
F.A.C.A., Dean, College of Pharmacy and
Pharmacal Sciences, Howard University, Washington, D.C., 
for presentation before
The International Conference 
on Health Problems of Black Populations, sponsored
by the Howard University College of Medicine and the African American Scholars

Council, Washington, D.C., February 5, 1975.
 



Presently, academic programs leadinq to baccalaureates and doctorates
 

in pharmacy are offered by accredited colleges in the United States.
 

In advancing from the Pharmaceutical Graduate to the present-day
 

B. S. in Pharmacy and Doctor of Pharmacy degree programs, colleges and schools 

have sought to maintain pace with changing and increasing demands for a broader 

range and better quality of health-care services in the community. Formerly, 

the pharmacist was trained to be 
a "Pill" maker and dispenser of medicines.
 

He was expected to own and operate a traditional "Drug Store" or "Apothecary"
 

or to man the former hospital "drug room". 
 However, advanced pharmaceutical
 

as well as medical technoloa!V ha,; changed a]1 of that. Today, the pharmacist
 

compounds very little; 
 he counts; and flours (oops!) ; but most importantly, he
 

now spends 
 more ti-me with the patient and fellow health professionals, counsel­

ling them on proper drug use, storage, administration and handlinq. 
He remains
 

the custodian of drugs and drug products but has shed the more Pecuniary orient­

ation for a more patient-oriented practice in which he does something consider­

ably more than "sell" a drug to a patient.
 

Consequently, today the pharmacist is performing a variety of unique
 

functions heretofore reserved by the physician for himself or other paramedical
 

personnel under the physician's direct supervision. This is especially so in
 

the hospital enrivonment where pharmacists are being included on the clinical
 

team and making rounds with the physician. In this new role, the pharmacist
 

is called upon to advise the physician in selecting the most appropriate drug(s)
 

for the patient as well as to manage the drug therapy of patients with chronic
 

diseases. 
This is unique in that this opportunity permits the new generation
 

of emerging pharmacists to more fully utilize their extensive and sophisticated
 

training in such subjects as anatomy, pharmacology, physiology, biochemistry,
 

physical diagnosis, and pathology as well as basic pharmacy. 
They are able to
 



capitalize upon their unique expertifse in the areas of drug-drug, drug-food and 

drug-chemical .intera-tions; hiophaximaceutics and pharmacokinetics; and adverse 

drug reactions;, for the hrnefit of the patient.
 

Today's pharmacist is 1)etter abl2 
 to perform such unique roles prin­

cipally because he completes an interdiscipl. nary clinical traini-ng proqram in 

a variety of hleaith-caa.e facilities along with the medical, dental, nursing and 

allied health professional student. Ile develops and analyzes patient drug
 

profiles, 
 enqages in drug reaction studies, develops and implements drug inform­

ation programs. During training, the pharmacy student completes clinical
 

clerkships 
which include clinical rotations; rounds and ('rand Rounds of the
 

medical, surgical, pediatric, card.ovascular, infectious diseases, 
 nulmonary
 

disei ;es units. Today's nharr-acy graduate can appreciate the role 
and value
 

of high speed automated, electronic computers 
 as aids in diaanosis, treatment,
 

and health-care systems manacement.
 

One may wondcr how the pharmacist will be able to utilize such clinical. 

training and at the 
same time fill the ever-increasing numbers of prescriptions
 

for the increasingly health-conscious populace. 
More specifically, one perhaps
 

wonders just how Black pharmacists will find the time to render such time­

consuming services, particularly since only 2500 Black pharmacists are in active
 

practice in the United States today. 
The wonderment can, of course, he extend,-d
 

to other black populations of the world since medical care, including pharma­

ceutical services, is much more limited in our sister countries.
 

The answer is simple: The pharmacist cannot and will not be able to
 

perform the more highly professional clinical role as an equal member of the
 

health-care team without the delegation of non-professional functions to 
a
 

pharmacist-extender--a pharmacy assistant or pharmacy technician, if you will.
 

As has been done in medicine, the pharmacist has delegated various manipulative, 

repetitive duties to a non-pharmacist while reserving the responsibility to
 

supervising such personnel in order to protect the patient's welfare.
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from the nurse's edliccatji c~llirt. 

The materials management technician is responsible for assisting the 

pharmacist with extemporaneous compounding; tax-free alcohol withdrawal, 

dilution and dispenming; stock control and automatic floor stock replacement. 

In fulfilling Lh<,se r-- .... ibiiitie, tihe technician may replenish nursing unit 

stock weekly or biweekly as needed in order to maintain adequate stock supplies 

on the unit; receive and check all incoming stock and properly place in the 

storeroom; maintain records of stock received and dispensed from the storeroom; 

maintain records for all stock delivered to the nursing units; and maintain
 

records and receipts for all tax-free alcohol dispensed.
 

A parenteral laboratory senior technician 
will su'ervi- parenteral 

laboratory junior technicians and generally assist the parenteral laboratory
 

supervisor in manufacturing large-volume parenteral solutions. He may be
 

involved in supervising environmental control or proper 
cleaninq of the entire 

parenteral manufacturing area daily; consulting with the parenteral laboratory
 

supervisor regarding the parenteral manufacturing schedule; weighing out
 

manufacturing ingredients to have them checked by the supervisor; supervising
 

the preparation of closures and containers in accordance with the procedure
 

manual; checking to insure separation throughout the entire operation of all
 

solution batches identified in process; maintaining accurate batch process 

records; taking appropriate samples for analysis and sending samples to the
 

bacteriology and chemistry laboratories for analysis and sterility testing;
 

maintainiing an up-to-date inventory of all equipment, labels and chemicals
 

used and needed? as well as 
a variety of related duties.
 

Prepackaging and labelling of required drugs and maintaining
 

packaging records are basic responsibilities of the packaging technician.
 

These duties include prepackaging drugs for dispensing purposes; labelling all
 

prepackaged items; storing prepackaged items after a batch has been checked
 

and released by the pharmacist; naintainini all required records, including
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batch number, lot number, company and quantity for each prepackaqed product;
 

and maintaining an adequate supply of prepackaged items. 

While I have discussed only a few of the various types of pharmacy 

technicians in use today, ne need only use the imagination in order to begin 

to realize the virtually limitless number of possibilities for use of such
 

supportive personnel in pharmacy, provided the pharmacist remains account­

able by legal, professional 
 and ethical standards. 

Supportive Pharinacv Personnel Trainin 7 Programs 

Unfortunately -- or perhaps, fortunately -- uniformly designed and
 

accredited training programs 
 for supportive personnel in pharmacy are not
 

available. The training programs 
 in use today riav he classified as one of
 

the following three 
types: formal, informal and comrdination training.
 

While 
 some programs are presently conducted by schools and colleges of pharmacy, 

comununity colleges represent the principal site of present-day formal.training 

ptorgrams for pharmacy technicians or pharmacy assistants in the United States. 

These are normally two-year colleges which provide classroom instruction mainly
 

but which may also have cooperative arrangements with local hospital pharmacies
 

in order to provide a laboratory component in their courses 
of instruction.
 

Informal training programs are ccmprised of on-the-job training
 

under the auspices of the pharmacist. The pharmacist trains 
an employee to
 

Perform specific functions required for meeting the immediate needs of the
 

particular hospital or community pharmacy. Needless to say, this type of 

training is limited in scope and adequacy and is usually weak in theoretical
 

and classroom instruction.
 

In a combination training program, the opportunity to utilize both
 

.lassroom and laboratory instruction in the training of the technician is
 

,apitalized upon. -Normally,a conunity or university college will develop
 

Lcooperative program of specified duration for training students to perform
 

:ertain specific supportive functions for the pharmacist.
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Although training concepts and course content vary considerably 

from locale to locale and on 
the basis of job title for which 
a technician
 

is being trained, programs wil1 normally include such basic courses 
as
 

jurisprudence, pharmacy policy and procedures (usually in hospitals), history
 

of pharmacy, actions and uses of drugs, pharmaceutical dosage forms, mathemati­

cal terminology used in pharmacy, dispensing systems, supply management,
 

pharmaceutical 
 and medical terminology and conmunications. 

While the need for qualified pharmacy technicians is questioned 

only among certain community pharmacy practitioners -- who may, however, be
 

utilizing pharmacy assistants under some other nomenclature -- the type and
 

length of training are frequently debated. At this juncture, suffice it to 

say that the important point in my opinion is that the areas of need for
 

such supportive help should be carefully defined in terms of the specific
 
whichnon-professional tasks/can and will be delegated by the pharmacist. Once 

the specific tasks have been identified and studied, it becomes rather
 

straightforward to determine the areas 
in which these personnel are to be
 

trained. 
 The depth of training in any particular subject matter area depends
 

on the level of delegation of responsibility which can legally and ethically
 

be made by the pharmacist with respect to each of these tasks. The number
 

and complexity 
of the tasks to he performed by the techn:ician as w,.]., as 

the depth of training in each particular subject matter area will J.argel.y 

determine the required length of the training program. 

Summary 

Health-care services are 
costly. Black communities universally
 

share in an acute shortage of primary care health professionals. In order 

for the pharmacist to contribute maximall.y to cost-effectiveness and improved 

patient care, he must continue to join the growing community of health pro­

fessionals utilizing supportive personnel in order to ex<tend their services 
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to rapidly growing, health conscious and health-care deprived populations.
 

The American pharmacist is becoming more and more clinically or
 

patient oriented in corncrpt and practice by virtue of training programs which 

emphasize patient-care rather than pecuniary benefits for the professionals 

themselves. The American pharmacist is acceptee widely by thebeing more 


physician, 
 nurse and other health-care practitioner as a legitimate member 

of the clinical team. In hospital and community practices, the American 

pharmacist is contributing to improved health care by undertaking unique
 

roles as the drug information specialist on the health-care team. 
 As he
 

becomes 
 more and morr, involved in the performance of such vital functions, 

pharmacist extenders or technicians become increasingly necessary.
 

Supportive personnel in pharmacy can be trained inexpensively and 

within short time frames and can provide a wide range of highly specialized
 

services in extender roles.
 

Health-care systems planners for predominantly Black communities
 

should and must consider this alternative to training much larger numbers of 

pharmacists, nurses and physicians, especially when one considers that the
 

numbers of such professionals required to provide quality health care to the
 

numbers needing their services are behond the realm of practicality for the
 

foreseeable future.
 

And who must take the lead thisin effort? The Black university 

can and must accept this responsbility.
 

- end ­



"The Maternal and Child Health Training Program 
a t 

Meharry Medical College" 
by 

Pearline (;ilpin 
Presented at the first International Conference 

on[
 

"HEALTH PROBLTEM'S 01:' ]BLACK POPULATIONS"
 
February 5, 1975
 

The Maternal and Child ]Ialthi1amily Planning, Training and 

Research Center was esLablishecd at 1Meharry Medical College on 

July 1, 1971, with a ;ranL from the United States Agency for 

International Development.
 

The Center has a multinational and Multidisciplinary team of 

public health specialists who serve as an international training
 

and advisory corps in MCII/FP. Meharry's support to the Center is 

enhanced by Program ties with other Universities in Nashville as
 

well as Hfealth care facilities such as the Lee County Cooperative
 

Clinic in Arkansas; the Delta Comprehensive Hospital and Health
 

Center in Mississippi; the Family Planning Center, Harbor General 

Hospital, Torrence, California; the Maternity and Infant Care 

Program, Berkeley City Health Department Berkeley, California; 

the Health and Hospitals Corporation, Harlem Hospital Center, New
 

York City, New York; and the John Sealy Hospital, the University 

of Texas, Galveston, Texas. 

The major training function of the Center is to provide course work 

and field internship which will help both African and American 

public health personnel to assist in developing and introducing
 

integrated maternal and child health and family planning services
 

in African countries.
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The first group, of African MCI/FP trainees ronsored by the Center 

arrived at Meharry Septc-..ber,1972. This group cae >rcm Kenya. 

Since that tine, sume Forty-tw,o addit.ion] Africa1lihlth professionals 

from seven other countri:s iotswana, Ethiopia, uesotho, Liberia, 

Nijeria, Soerra Lcone, and Swaziland have partici nated in the training 

program. Participants have been prepared in the fields of Nutrition, 

Environmental Science and Maternal and Child Care. The gre.atest 

number of our participants have been nurses and midwives who have 

been trained in N4CII/FP. 

Further the Center awards F-ellowships to third and fourth-year 

medical students and graduate ::tudents from other disciplines, 

affording them the opportunity of going overseas to work and study
 

in areas of MCII/FL. 

The MCII/FP Training Program consists of 8 weeks didactic study 

in the Center at i eharry, at which time the student is taught 

concepts of modern Obstetric theory, Family Planning Theory, 

Nutrition, Maternal and infant statistics, Environmental Science 

and pediatric management. The objective in teaching these areas 

to our participants is 
to assist them in providing comprehensive
 

vraternal and child health care with family planning. We believe that 

tle nurses and midwives who work with mothers have a very good 

opportunity to improve the general health of the whole family. We 

have recognized that very often it is poor environmental sanitation
 

and poor nutrition which is the cause of the conditions we encounter.
 

By teaching mothers how to better maintain sanitation and proper
 

nutrition we can improve the health status of the whole family.
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After the participants have completed the didactic portion of
 

the course with some 2linical observation of special services in 

Nashville, they are assigned to one of the health centers affiliated 

with the %1C)1/1VP Center for 6 weeks of clinical practice. During 

this period, they work with patients in various clinics, they have 

an opportunity to apply the concept3 and techniques learned in the 

didactic part of the course. And to practice special skills. After 

completing their clinical assignment they return to Meharry for a 

final review and evaluation of the training and experience gained.
 

This completes the training program and the participants then
 

return home.
 

It is anticipated that the Nurses and Midwives who come to Meharry
 

will go back to their homes and provide these services, they were
 

prepared for; they will act as seed teams and will later help to
 

prepare other nurses and auxillaries in the delivery of comprehensive
 

maternal and child health; family planning services.
 

In July, 1974 the training coordinator from the MCH/FP Center visit­

ed some centers in Africa where graduates of this program are
 

now working. Most of these graduates were found to be providing
 

the services for which they were trained.
 

We hope to continue this training and to provide necessary
 

assistance in other areas as these are identified and additional
 

programs can be developed. We recognize that funding is becoming
 

more difficult but many areas will be explored.
 



Working Group I Wednesday Feb. 5th, 1975
 

"Field Training for Auxiliaries"
 

(a) Types
 
(b) Facilities
 

Participants
 

Dr. Poi ndexter Chairman
 
Dr. Kaiashain Co-Chairman/Rapporteur
 
Miss Kennedy Co-Rapporteur
 
Dr. hZson
 

Dr. Harper
 
Dr. iKaqia
 
Dr. Ragbeer
 
Miss Simpson
 

It was recognised that there are many types of sub­

professional personnel used in many countries in health care
 

delivery systems, often under different titles. The follow­

ing are :;ome of the major groups: 

Phvsician/Medical and Dental Assistants 
Nurses, Midwives and MCH Assistants or Aides 
Laboratory Technicians and Assistants 
Pharmacists and Anaesthesia Assistants
 
X-Ray Technicians and Assistants
 
Physiotherapists and Occupational Therapists
 
Biometrician and Statistical Assistants and Data Collectors
 
Sanitarians and Pest Control Personnel
 
Health Educaticn Assistants 
Nutrition A : .is;: anw5 
Administrative Personnel including Medical Recorders, 
drivers, etc.
 



It was suggested that planning for the training of each
 

type of auxiliary colId be comprehensively covered under the
 

following headings: 

(1) Category of worker
 

(2) Total number required per 1000 or 10,000 of the
 
population, taking into account any political or
 
economic/budgetary limitations
 

(3) The criteria for selecting trainees
 

(4) The length of the training programme
 

(5) The content of the course
 

(6) The supervision and directing of training
 

(7) Evaluation
 

(8) Estimated cost per person
 

It was agreed that although many developing countries
 

had similar health problems, each country had to work out its
 

own training programme to wuit its own peculiar circumstances.
 

It was therefore necessary to carry out a survey of the health
 

needs in the community of a particular locality in order to
 

dete-mine the type and number of health units (e.g. health 

centers) needed and the type of staff most capable to deal 

with the local health problems. In this way a detailed job 

description could be drawn up for each cadre of staff and the
 

training programme designed to fulfil the specific requirements.
 

It was pointed out that by restricting the course to only those
 



duties that the trainee will be called upon to perform in the
 

field, many training courses could be substantially shortened.
 

For example, a primary midwife could be trained in 1 to 2
 

years instead of the usual 3-4 years when midwifery is combined
 

with general nursing. It should be recognised that a person
 

does not have to be a general nurse to provide good midwifery
 

services. It was also suggested that as midwifery constituted
 

a major problem area in most rural communities, there was no
 

reason why male nurses should not be trained in this field.
 

The health services required in any rural community were
 

broadly classified into three fields: curative, promotive
 

and preventive. It was recommended that every health worker
 

should be trained to contribute to each of these fields, al­

though his/her duties may fall mainly into one or other of them.
 

As many of the health piobems in developing countries are pre­

ventable, the emphasis should be placed towards the preventive
 

aspects of health care, particularly directed toward education
 

of the people. A typical rural health centre was cited, which
 

was staffed by three main workers: (1) a medical assistant,
 

who performed the duties of a physician but had a wide com­

munity health background including sociology and preventive
 

medicine; (2) a community nurse, with training in general
 

nursing, midwifery and public health nursing; and (3) a health
 

assistant or assistant sanitary inspector, whose training was
 



primarily in environmental sanitation problems e.g. food hygiene
 

and sewage disposal systems. 
 It was also felt that a driver was
 

necessary to transport personnel within and outside the community.
 

For such personnel to be able to operate as a health team in a
 

rural area, it was imperative that they should be trained together,
 

preferably in a rural setting similar to their future field of
 

work to ensure adequate exposure. They 
should also be trained 

to take leadership or obey directions uhen called upon to do
 

so. In other words, although regarded as "auxiliary", such 

workers in the field are practically independent and should
 

therefore be capable of taking full responsibility, although
 

recognising their limitations.
 

It was emphasised that field training was essential for
 

the higher cadres of health personnel as well as e.g. physicians
 

and nurses, if they are to function as members of the health team.
 

This would also help to reduce the reluctance often prevalent
 

among such workers to be posted to work in rural areas.
 

It was recommended that whatever training programmes were
 

introduced, the views of the community must be kept in mind
 

from the planning stage and throughout the programmes as a means
 

of continual evaluation. 
Above all, all programmes must be 

feasible and realistic. 

In summary, the main recommendations from Working Group I-

Field Training for Auxiliaries were: 
(1) To survey the health
 



needs in the community of a particular locality in order to 

determine the type and number of health units and staff capable 

of dealing with the specific problems; (2) To train every health 

worker in health services described as curative, promotive, and
 

preventive with major emphasis on the later through health educa­

tion of the people; (3) To train higher levels of the health pro­

fession in the field to encourage the health team concept; (4) To
 

introduce only training programs that are adaptable and feasible
 

in the views of the community; and (5) To evaluate 'll operating
 

programs in the community on a continuing basis.
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WORKING GROUP II
 

Wednesday afternoon, 2:00 - 4:30 p.m., February 5, 1975 

Chairman: Dr. Frederick Wurapa
 
Co-Chairman & Rapporteur: Dr. Patricia Niles
 
Assistant Rapporteur: Dr. Shirley G. Evans
 

THEME: The Team Approval to Health Care Delivery
 

a. 	 Techniques
 

Leadership
 
Coordination
 
Communication
 
Administration-Management
 
Human and Public Relations
 

b. 	 Health Service Strategies - Professional 
Supplentary to Medicine and Auxiliaries. 
Providing services through coordinates 
Tasks and Procedures. 
Health Problem Alanysis 
Program Planning Techniques 
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Dr. 	Wurapa suggested that the group conclude this work session
 

with realistic, concrete reconmendations for:
 

1) the composition of a health team;
 

2) the working order o'f the team;
 

3) 	 and the aspects related to administration techniques,
 

coordination, etc.
 

Dr. Wurapa also suggested that the group accept the following defi­

nition for discussion purposes this afternoon; a health team here is
 

designed to deliver comprehensive health care in a ce'nter setting.
 

Dr. 	Davidson: University of West Indies described the health_ eam 

model used in Jamaica. The four man team includes:
 

1) the public health nurse (team leader)
 

2) thE community health aide
 

3) the records officer
 

4) the pharmacist (which may be a nurse)
 

This model was used in a pilot project in a Well Child Clinic setting 

in 1972. iL has now been set up as a module using the University 

personnel for teaching purposes. 

The concept of the public health nurse taking the leadership role on 

the health team was formulated in n der that the m.d. be released 

for other duties. In order for the health team to function effective­

ly in this center setting, the center had to be reorganized so that 

patient flow would be quicker and easier. The reorganization re­

sulted in this scheme: 
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1) the first station in the health center 
is the records
 

officer.
 

2) 
the second station is that of the community health aide 

(a person with 3 months training for this position) 

3) the third station on the patients' trip through the 

clinic is that of the public health nurse for diagnosis
 

and treatment
 

4) 
 the social worker and/or the community health works
 

with the patient if necessary at this station.
 

5) the pharmacist is the last station in the health center
 

If necessary in this setting, the patient would be referred to the
 

doctor.
 

Before this health center concept with the public health
 

nurse 
in the leadership role was introduced into the community,
 

there was excellent community preparation: the idea of patients
 

coming into the center and not seeing a doctor was a new one and
 

ground work bad to be done on the grass roots level. 
 Health educa­

tion councils in the villages helped with this task.
 

Dr. W. Rutasitara, Tanzania 

The Cilivery of basic health care depends upon local priori­

ties. In Tanzania, health care 
is directed toward:
 

1) Care of ill persons
 

2) Environmental problems
 

3) Communicable Diseases
 

4) M1ternal and child care
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5) Health Education
 

6) Record keeping
 

7) Home visits
 

Secondary care recently introduced in one center setting include:
 

1) Dental care
 

2) Care of the aged
 

3) More-communication disease control 
i.e. heart disease, etc,
 

Dr. Thompson: Nigeria
 

The prime concept for health centers in Nigeria involved around the
 

idea that the health center depends upon the needs in the area.
 

Leadership of the health team automatically is that of the doctor.
 

If the physician is not present the public health nurse assumes that
 

role.
 

Dr. Wurapa: Ghana
 

Leadership of the health team falls into two catagories: formal
 

and informal. Therefore, the leadership of the team is flexible.
 

Dr. Niles: U.S.A. Howard University
 

Health planning, political awareness, health administration, health
 

content should all be components as far as the background of the team 

leader is concerned. The medical doctor may or may not assume this
 

team leadership role. 

Dr. Grisby: U.S.A. 

Suggestion to the group - Define what the health team would be doing 

so that the role of the team leader would be clearer. Opinions from
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current literature and personal feelings are that the physician
 

should be the health team leader. Legal responsibilities prohibit
 

others from heading the health team in most countries. 

Dr. Jovce~yn Elders - U.S.A., University of Arkansas 

In a team approach to combat diabetes (at the University of Arkansas) 

all team rirmbers knew the role they were to play. Tasks were clear­

ly defined and each member worked within that sphere, but worked 

across lines when necessary for the best interest of the patient.
 

There was a team leader designated but no one knew who it was and
 

all went smoothly. The five man team consisted of:
 

1) A social worker
 

2) A public health nurse
 

3) A family physician 

4) A nurse/practitioner
 

5) and a nutritionist
 

Dr. Sinnette: U.S.A., Harlem Hospital
 

Suggestion: The group needs to examine the team approach. Look
 

for its merits in regard to cast, cast benefits, resources and levels
 

of health care.
 

Dr. Wurapa: Ghana
 

Appealed to the audience to: 1) define what the health teams are to
 

do; 2) who composes the team; and 3) and for what function.
 

Dr. Thompson: Nigeria
 

Extension of the health center services if dound in sub-health cen­

ters and in homes. 
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Dr. Davidson: West Indies
 

Question: Why does a health team need 
a leader?
 

Dr. Wurapa: Ghana
 

Answer to Dr. Davidson's question -


A health team leader is needed for coordination, smooth functioning
 

etc. Health teams may or may not be permanent but may vary from
 

problem to problem and/or country to country.
 

Dean Mann - U.S.A., Howard University
 

Question: How is 
the education or the skill acquiredby the health
 

workers upgraded once formal 
training has been completed?
 

Dr. Thompson: Nigeria
 

Answering Dean Mann's question -


Upgrading and updating of health workers is done through a variety
 

of methods which include: 

1) WHO Regional Centers
 

2) Quarterly meetings at the University or at the hospital
 

or in the health centers.
 

3) Rural health center seminars are held on a yearly basis
 

for an 8-week period for all health workers.
 

4) Regional medical officers organize seminars around par­

ticular health problems.
 

5) 
 Training is done by the staff of the Department of
 

Community Health.
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Dr. Sheppari - U.S.A., Howard University 

In neighborhood health centers, continuing education and communica­

tion teams have been directed to meet together and come to a group 

decision regaiding einsprob ar-ising in the centers in terms of patient 

care. Therefore, the role of the university must be to work in the 

direction of analyzing the role of each team member so that each mem­

ber can be trained for cooperative action. 

Dr. Grigsby: U.S.A., Howard University 

Communication must be a two-way avenue 
to the community and workers
 

then back to the "powers that be" so 
that problems may be anticipated
 

and prepared for. 

Suggestion to group. Try to diagram how the health team should be
 

composed on a variety of levels. 

Dr. Sinnette: U.S.A., Harlem Hospital 

Suggestion: Strategies should be formulated for involving others in 

the community (political, governmental, private etc.) to support the
 

members of the health team.
 

Dr. Davidson: West Indies University
 

Coordination with other public institutions help to 
insure the success 

of one's program. 

Dr. Thoosor: Nigeria 

In Nigeria, ]0% of the state budget is earmarked for health rare.
 

3% of this goes to preventive care. It is therefore important to
 

find other resources and invalue more 
than just medical people on
 

a health team.
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Dr. Wurapa: Ghana
 

Good coordination at the local level may help health care delivery
 

dollars. Public relations becomes a prime factor when budget matters
 

are concerned.
 

Dr. Niles - U.S.A., Howard University
 

Expressed concern for the role of the consumer in the delivery of
 

health care.
 

Dr. Sheppard: U.S.A., Howard University
 

The most important person in a health center is the consumer of
 

course. However, physicians are not trained to consider this. 
 Deal­

ing with groups of people, their desires, needs and concerns must
 

be built into training and education of the physicians and other
 

health workers. The ability to translate the needs of the people
 

into a workable plan.
 

Dr. Thompson: Nigeria
 

Regarding consumer participation: In Nigeria, there are monthly
 

meetings of ward health committees from the community to air con­

cerns, problems, etc.
 

Dr. Rutasitara: Tanzania
 

Involvement takes place at both the grass roots level and also at
 

higher planning levels. The levels are as follows:
 

1) Village level
 

2) District Development Committee
 

3) Regional Planning Committee
 

4) National Planning Committee
 

A\
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Dr. Bwibo: Kenya
 

The Ministry of Planning and Finance assist in evaluating progress
 

in the country. At the district level, the district planning offi­

ces utilize local people in their planning.
 

Dr. Davidson: West Indies
 

In his country, consumers are involved when and where appropriate.
 

Dr. Wurapa: Ghana
 

Asks for specific recommendation from the group regarding the ori­

ginal agenda.
 

Dr. Grigsby: U.S.A.
 

Recommendations:
 

1) The need for a health team must first be established. 

2) Health teams must not work at cross purposes. 

3) There must also be good coordination of team efforts. 

4) The health team must meet the needs of the community. 

5) Within the team, the definition and role of each team 

member must be clear. 

-9­
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INTRODUCTIC1 

The need to develop approprfate health care delivery systems that
 
are acceptable to the isolated and rural communities in the less developed
 
world is now recornised as a matter of -reat priority by health
 
adminisr.tors. Ho.:evcr, 
 there has not been a successfull demonstration 
of a combination of systems that can accomplish objective.this Within 
the Afric..-,l region, the basic health servicers through which the majority 
of the pojl: t :eceive health aro the,cn care still in early staLes of
 
their develop;went. 
 IEost of these cauntrics have theoretical pli-ns for
 
an inte- rat,-.d basic helth services, 
 I: practice, however, the pariheral 

end of this health care zyateu has been neglected whcle the national
 
hospitals and a 
 few regional hospitals receive mest of the allocated
 
resources. 
 Becavso of "he larr'o popItlatio-is of t.ese countres, thJt 
live 	in the rur..l areas and because of the poor envirom.m.nt.-l circumstances 
in these parts, even the modest investment of resources in the develom ,:nt 
of curative he,--lth services have failed to rI:e the expected impact on the 
health of the population. It tlhrefore appears atha-t study of more
 
effective a)pproaches 
 to health care delivery that emphasises the disease
 
preventive and health promotive aspects called for
is in these countries. 

Recently, several countries in the African region have embarked on
 
a rath'-. rirbitl-us pro ramme uimcd 
 at strengthening their basic health
 
services. As a rosult of the type 
of health problems found in these
 
countries and the level 
of health manpower available, it has become 
necessary to plan definite stra-tegies for resolving, the problems. Such 
strateies hlve set as objectives, the delivery of comprehensive health 
care 	 to rural and isolated populations° 

Because of the mlti-disciplinary asp:cts of these comprehensive 
health care programmes, it ha-s become necesstry to adopt a team approach 
to the solution cf the health problems. One might ask at this point 
why a tec;n approach is needed for health care delivery. 

2/..... 
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The first reason is that the multiple factors responsible for the occurrence and
 
distribution of disease requires the joint effort of interdisciplinary health team
 
for effective accomplishment of the task. Secondly the variety of skills needed
 
to plan programmes, train health workers and provide both curative and preventive
 
services require the services of individual with various types and levels of
 
training and background. It must be added that for this kind of an interdisci­
plinary group to effectively carry out their various programmes, the community must
 

also be involved. For the purpose of this paper the health team is define as 
all
 
members of "Staff" that are needed within the community as well as the various cadres 

of trained health workers to deliver comprehensive health care including M.C.H., 
personal first level medical care,* Health Education, Immunization, Communicable 

diseases control, Nutrition education and Family Planning to a Community. 
This paper will discus- the followi.ng aspects:­

a. The concept and functions of a health care team. 

b. Strategies to develop health services.
 

c. The potential role of the University in carrying out training, research
 
and practical demonstration of more acceptable health care programmos
 
in collaboration with the Government. The unique role of the University
 
to carry out:­

a. Research to clarify problems and needs.
 
b. Demonstration projects to study approaches to rural health care.
 
c. Training health professionals in technical and managerial skills
 

and instill concern for improving health care in the isolated
 
communities into the graduates of the University.
 

TECHNhIQUES: 
The basis for developing a functioning health team is a careful plan that
 

tgkes into consideration the health problems to be solved in relation to the
 
manpower resources and, facilities. 

By personal first level medical care is meant the management of
 
those illnesses predominantly found in the rural areas plus the ability
 
to screen out those patients who requireattention of the medical officer
 
or the hospital.
 

3/.@.... 
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First thexemust be a definition of the health problems within the population 

to be served. This usually implied thr.t a communitj diagnosis be carried 

out. IText the priority health problems need to be ranked acordinr; to some 

mutually agreed uron criteria. Pror'r.'r, s embodying%' solutions to idcntified 

problems are then develored. In the developmcnt of the prograrncs, it is, 

imnortant to relate the activities to t7he tyype of mnpower and facilities 

that are available. 

At this stegee, a clear description of tasks theft individual team
 

members will perform must be jointly developed, by the individuol workers
 

and the other team members. It is the interaction between these various
 

components of the planning matrix that defincs the characteristics of
 

progr-ame administration, execution end evaluation of the health team.
 

In genera] the pattern of health problems around which programmes should
 

be built do vary from comtry to country. H!owever, it is true to say
 

in the African region that the high morbidity and mortality rates in
 

mothers and children constitute a common major health problem.
 

Accordirly programmes of most health team,s engaged in the delivery of
 

comprehensive health care in the African region will continue to be
 

mainly concentrc.ted on maternal and child health
 

The successful plaming of an appropriate programme and its 

implementation dcnds on the availability of competent leadersip. 

The successful implementation of the various steps described under techniqucs 

above will depend on the kind of leadcr.-,i the health care team has. The 

traditional concept of leadership based on the role that each health worker 

sees himself or herself plering as a member of a team, certainly impedes
 

effective team work. The physician, for an instance, because bf his
 

traditional role as "the leader" of a patient care team has been considered
 

by some aS an automatic leader of a health care team for a community. The 
.leader of the h.ealth te;. roes. not have to be the individual with the highest 

level of training. Because of the multidisciplinary nature of the areas of 

work of the health team, whoever the leader of the team happens to be, must 

be propared to exert a different type of leadership from that required for 

a patient care team. 
4/o.o.o
 



Leadership of a health care team must aim at taking advantage of the
 
synei;ism that can be created amorg the various members team.
of the This 
means that the leader must be prepared to deploy each member at his highest
 

level of competence. This kind of flexibility is essential because of the
 

multidisciplinary areas that the modern health care team hss to operate in.
 

For example, the field superintendent of a medical field unit in West Africa 

can well be recognised as the leader of the imunization team as far an 
certain aspects of the f:;e11- or(anisation are concerned. The physician 

member of the team by encouraging the field superintendent to direct the 
team in certain operations confers status and authority oA the superintendent
 

and consequently a groater sense of accomplishment in the superintendent.
 

What effective leadership of a health team implies therefore is a 
flexibility and willinrmess to cooperate and collaborate on thQ part of the
 

leader so that capable individual members of the team are given a chance to
 

direct the teams effort in certain activities. There is therefore room for
 
informal as well as formal leadership in the management of the modern health team. 

COORDINATION: 

An essential attribute of a good team leader is his ability to coordinate
 

the efforts of other members of the team. It is much easier for the leader
 

of a surgical team engaged in an operation involving the resection of a
 

diseased colon, for an example, to coordinate the efforts of the teem than
 

it is for a leader of a coinmunity based health care team to do the same. 

This is essentially because while the leader of a surgical team has a
 

relatively homogeneous team dealing with a clear cut problem and an un­
mistakable objective, the leader of a community based health team is faced 

with a heterogenous team whose tasks and objectives are not usually so clearly 

defined. Furthermore, while the surgical team leader can use a one-w#s 

command hierarchy to accomplish the task of the team, the community based 

team leader can only successfully employ the group problem-solving approach.
 
Such a two way channel of communication puts a considerably greater demand 

on the ability of the community based team leader to coordinate than that 

required for leading a patient care team. 
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In the absence of effective coordination one finds in a community 
health delivery system sereral orjanisational units each trying to solve an 
aspect of the comi-uity's problem but having no coordination of their activities. 
The obvious re-ault is tha t the potentiating effect that each of these unitsone 


can Ih-ve on the other is lost. The Inak of 
coordinition in health care
 
delivery ,ihere health has been defined as comprehensively as possible today,
 
has become a serious set back in the effort to extend health services to the
 

rural and isolated populations.
 
(V1. 11TC 71G(.T : 

Another factor that tends to impede the effectiveness of comunity
 
based health care teams is inadequate co~oprmuication. In the process of
 
utilising the grou- problem-solving approach, care must be tadcen to be sure
 
that the objectives to be attained are clearly coim.-municated t9 the team. 
As a basis of a clear co:mimication, it may be necessary to give the team 
verifiable results to achieve as well as the necessary resources required to 

achieve the results. The participation of individual members in the 
indentification of the agreed upon objectives is very essential. An aspect 

of effective cormunication also has to do .with joint evolution of specific 
tasks that individual team member should perform. Although taszk descriptions 

are not easy to develop for cortunity based health teams, it has been found 
that where the individual worker is involved in describing what he does,', 

the product - "a living description" coencs closer to the actual working 
situt-tion of the individual members of the team than traditional job descriptiorn 
Such mutually worked out task descriptions can help establish adequate 
communication between team members. 
 Finally in evaluation of the team's 

achievements, the criteria for evaluation should be clearly communicated
 
to the team members, from the beginning:. At the end of the evaluation" exercise, 
the findings should equally be made knowm to the workers. Eff6ctive
 

communication among members of a health team 
can be achieved through a group
 

problem-solving approach.
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ADNINIS TRATIOII: 

The comments so far made on the obstacles to effective team work can 

be applied to the management of team work. For, a systems approach to 

the funct;ionin; of the team would call for the various obstacles inumerated 

above to be removd if an efficient team is desired. Some of the problc.s 

face:d in the mnnaenert and administration of community based health care 

teams are: 

1. The different backgrounds and experiences represented on such teams. 

2. The cult-ual difference between the mcmlners of the t eam. 

3. The difficulty of achieving effective f.-rst line supervision. 

4. The problem of an inadequate record system leading to poor 

comsiunication between team members as well as inadequate 

information about consumers of the tean's services. 

5. Another major problem is the tendency on the part of the unit 

heads or chiefs of most community based teams to operate in 

ter individual compartments without any desire to cooperate 

or collaborate i:ith other sections of the team's effort. 

By and large these have been problems that tr.ditional organizational 

structure of mrdical care facilities have created in the course of their 

evolution. What then can the modern manager of a health team do to improve 

the situation? Clearly, the answer appears to lie in the strengthening of
 

the various components of activity units of the health team as a whole. 

But at the same time endeavour to articulate each unit of activity ith 

another from the operational level up to the supervisory level. 
The implication of such a proposal are that: Organicational structure becomes 

much more demcndingo The lines of authority are less clearly defined and 

decision mal-ir(g, becomes complicated and ambiguities arise. There is the 

likelihood thzt tension and anxiety would be generated among the staff'. 

Under such circuwstences the tendency would be to revert to the traditional 

system of a more corfortable routine o clear authoritarian set up. However, 

the major virtue of te, more difficult alternative is that it is dictated by 

the needs of the patient and the commun:'ty that the health team is purported 

to be serving. 
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-	 7 -


Modern health planners have recognised that involvement of the
 
consumers of a health care services, in the entire process is essential
 
to 	the very success of specific pro-rammes. What has been said about 
maint,7ini:. pood hizian and public relations within the health team 
there fore aprnlied even more to the community for which the health care 
is 	 organised. Within the health team, good human and public relations
 
can 
assist greatly in achieving maximum coordination of the team members's 
effort. At the c'unity level, effective human and public relation can 
be the onay sure way tc obtain the conumnity's participation. For most 
of 	the programmes th:;t health teams in the African region are engaed in, 
community participation ft crucial to their success. Some of the most
 
importnt health care decisions for example must be taken by individuals
 
and failies to feed their children diffe'ently, to be concerned 1b;
the
 
source of their water -nd 
 to limit the ntber, of their children or sprce 
them differently. Threre has rc ently been reneweda. effort in sorle 

Ministries of in the refaiun deveLo-pHealth to now prorre.mcs that place 
greater cmrhasis on the cozmmaunity's active prticination in health proc;razes. 
The modern techniques in health pla-ning .nd administration would appear to 
me to be justified only to the e::tend that they succeed in achieving acceptable 
health prc,rammes for the people that the health tears are supposed to be serving. 

STR2,TEGT7I TO D=ThLOP Y ALTI{ S"<"TICES: 

There is a need to stren,,....n the basic health services as a means to 
providing a frme work w;ntn. w!:ich the health team would work. The 
improvements necessary can be stated as folloi:s:­

1. 	A better information gathering and desemination system is need.
 

2. 	Clear objectives about geographic and population target groups.
 

must be set.
 

3. 	Expanded u~s 
 of auxiliary and voluntary cotmnunity workers is
 

necessary to supply adequate manpower.
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As Bryrnt (1973) has pointed out, all of these requirements have been
 
now.
kno.vo for sone time However, the failure to concentrate enough attention 

on {nc('et.ls of these has been forprinciples responsible the failure. 
What mor7cl pro: ranes of basic health services can one recommend? In view 
of the ecOnOEic as well as the sociocultural circurnsteances of the countries
 
in this reion, a helth ca-e del:'very for any co';ntry must be low cost.
 
Erphasis nu:t be lid on V-. developmnt of peripheral health facilities
 
i.e. health posts anatellite clinics. The development of suitable 
cadre of au-iliary health we ters must be fgiven high priority. In the
 
development of the varjous auxiliary Staff, care must be taken to define
 
clearly the tasks 
of each cadre and specific instruoticns regarding various
 
procedures must be carefully drawm 
 out. Provision miut be made for continous 
training as well as careful supervision by experienced progessional health
 
workcrs. The rationale for adopting these strateCgics has been that in most
 
of the countries of the rcon, resources 
both manpower and facilities are
 
scarce and a traditional orientation toward individual patient care as well
 
as a low level of comunity involvement in health pro[gra-mes have contributed 
to rather inefficient health services systems. 

THE PCTUTIAL ROLE OP Tl V.-iVERSITY: 

Many Africcn Univers3it es have accepted the role of collaboration with 
their Ministries of Health in serveral ways to develop basic health information. 
First, the Universities have the resources. Secondly, severalin countries
 
the University Nedicnl Schools have been 
 operating demonstration rural 
health districts where experimental, low cost delivery methods are being 
tested e.g. in Nairobi, Kampala, Dar es Salaam, Ibadan and Accra. Thirdly, 
Universities are moire free to experiment in health care delivery or 
inovative roles (e.g. the use of volunteers, traditional birth attendants). 
than the Ministry of' Health. Finally, the Uinivers.ity can educate health 
planners in technical and managerial skills and perhaps even important,more 
instil a concern in their graduates to become involved in resolving the
 

serious inequalities in health care.
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The N-dical School of the University of Ghana has been involved in 

medical re.earch including: 

a. 	 Sickl.e cell haemolobinopat.hies. 

b. 	 Liver disorders.
 

c. >'pcrtension and cardiovaseuh:- disea<ses. 
More recently, th,- school h:-,s unoe, taken a lar'e scale de'onztr.titifn rural 
health project involvin- -oii:( 60,0(0 vf*lv,,ers w th +'ie suport of T'SAID. 
The 8 year lon >-Danf:a rroject is concern,.d w th The testinr of several 

approaches to dlivrry of comprehcns*v iiealth c,re, u.-Lnf a t(.a,:, of 
auxiliary health 3orkersrd tay'n w Lhan a :'e sible cost 
The basic research investi-ations have icluded: 

a. 	 Birth end Death rates. 

b. 	 Vital rcgi.stration. 

c. 	 Maternal and child health practices. 

d. 	 Epidemiolofr of common health uroblems. 

frame work. 

e. 	 Functional analysis of the Danfa lealth Centre Staff 

and its satellite clinics.
 
f. 	 Factors affectinF attendace at health surveys and 

other commirnity health nregrOnnmes. 
g. Impact of health edncat:'-,r anO Iaternsl and Child 

Health/Farily Planning (i.],Ip) pro,r:res in 
improving morb-idity and mor'-iy lcrels. 

h. 	 The use of traditional pw.ctioncrs aid volunteers 
in expansion of health se-v.'ccs. 

The Danfa Project has a training objective as well as its research and 
health delivery demonstration concern. A nuv.nber of medical investigators 
are collaborating, in field epidemiologyi studios, while University depart-aents 

(demography, economics, soci.ology) are zwtJ-ying behavioral and socioeconomic 
factors related to health care. A nuilber o faculty are als,,o engnLued in
training paramedical health workers. Anuothcer area of cooperatiocn betw:een 

the medical school and the 1Iinistry of Health is the planned administration 
of an urban health centre with a service popul,:tion of 80,000 in the western 
part of Accra. 
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The De';art nt of Coivtmunity Health pf the 1Medical School is also involved 

in trainLing experienced medical officers from the Yinistry of Health in 

techmi,as of iagnosis the organisation and management ofUc-.1,nft-.C and 

Iaternal nrn Chill >ce)t> I'ro_;rimes. 

These are only a few nr,as in whi ch nivorsities can contribute by way of 

collaboratin,- vwith 1.* ',ries o.. 7ealth in carrying out research aimed at 

generating useful inf,'rrralticn v': c1 is W'ldly need for pla-ning health services. 

There are other areas of coilaboration in which Universities and Iinistrius 

of Health need to collaborate such as training and rmanpowcr development, 

plaming the health services - topics which havc been covered in this; 

conference by oth.r contributors. It only remains to restate therefore 

that the team approach to health care delivery w£Lll only succeed if a 

true team spirit is fostered between the var ins members includil 

Mini.-tries of Health and the Universities. 

S U 1 N A R Y 

The current need in the less developed countries to develop a
 

suitable health care delivery system that is also acceptable to the isolated 

and rural populations has been outlined. The special rirctmnstances of these 

countries ith regard to resources and facilities were related to their nebd 

in defining a comprehensive heslth care system delivercd through an integrated 

basic health service. The delivery of a comprehensive health care, to such 

communities, it ",!ess contended, can best be carried out through the team approach. 

Some aspects of effective team organisation for delivering health care were 

considered. These included techniques, leadership, coordination, communication 

and administration. When a health team has been successfully put together their 

effectiveness will depend on the care with irhich the health service strategies 

upon which their prorarmes are dependent are conceived and executed. Some 

suggested ideas that have been found useful in developing strategies were discussed. 

Finally, some special features of the basic health services of countries in the 

African region were enumerated and commented upon.
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For ',- success of the health care stratey of any one of these countries, 

it was pointed out that the te mi approach to the planning, organisation, 

execution and evaluation of the health proiramme must involve teams made 

up of st , from hc I;inistries of Health as well as the Universities. 

Some current cCelboraitive proc'rmmes. betreen Universities and MiTnis tries 

of Ilealth were mentioned with some further elaboration on the situation in 

Ghana. 
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OBJECTIVES
 

General Objectives
 

- develop university institutes or centres for
 

health sciences in most countries, for training
 

the various members of health teams, 
including
 

auxiliary staff;
 

- reorientate the traditional type of educational
 

establishments towards 
a more rational approach
 

to training problems;
 

-
 apply systems analysis techniques to health
 

manpower training problems;
 

- integrate multidisciplinary education;
 

- provide pedagogic training for health sciences
 

educators;
 

- ensure continuing education, through organized
 

systems for retraining and continual further
 

training;
 

-
 develop public health education;
 

- improve coordination between educators and users
 

of health manpower.
 



IMMEDIATE OBJECTIVES
 

Manpower
 

- 1 doctor for 5000 - 10000 inhabitants 

- 1 nurse and 1 midwife for 300 inhabitants 

- 1 technician for 500 inhabitants 

- 1 sanitary engineer for 25000 
inhabitants
 

-
 1 sanitarian for 1500 inhabitants
 

- 1 auxiliary for 100 
inhabitants
 



RESOLUTION AFR/RC21/R6
 

The Regional Committee recommended 

- develop, as from 1980, ten-year health plans; 

- improve the collection and analysis of 

statistical data with a view to rational
 

planning of health personnel needs;
 

- establish or develop the necessary training
 

centres 
for producing qualified professional
 

and auxiliary staff in sufficient numbers and
 

possessing the requisite qualities;
 

- accord particular attention 
to the problem of
 

rational utilization of trained staff by
 

evaluating activities in regard to development
 

of human resources every five years.
 



For example it 
was reported from some 
countries
 

in the Re~ion that out of all children presenting
 

with 
fever at hospitals only 20% 
had a positive
 

slide for malaria. 
The other 80% 
had acute
 

tonsilitis, pneumonia, otitis media, 
or gastro­

enteritis. 
 Such studies provided the basis for
 

the construction of diagnosis 
flowcharts at 
one
 

medical school in the Region. 
 When tested on
 

medical students in the first year of clinical
 

studies, there was 
95% agreement with the final
 

diagnosis made by an experienced clinician.
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t -o4 C)oworo 4h110.rlcan 
of t n 
 Lii.li,; u: 
their cquip..:ent. 
 The egion
 

is a cori X Co:' 
 zind haI~is r2ir.nt 'ijf-icu!Liv. It covOrs Africa south 
of the S:Uara, ircludi,)g , ...
a 
 ~cai...other islands and archipelagos in
 
the.Atl1 itj :.D,ili, .
 IL ,:::is2s 34 ;.:aber SLatos and associate 
me I~:n to.,'eth- v.'i'Lh tcrr-t.' o such as Angola ,ozanbique, etc., which
 

are not vet ircic-pcIndt. 
 'he events of 
1974 exncourage the belief that these 
two countries \,ill not Lo!.e' in ac'iso o inte:nationa1 sovereignty.
 

Tha envi.o,cnre is oepvcially 
hostile. Indced, freo the dry and humid
 

savanna of ihe Cquatorial forest 
to the fcrest of Guinea, we find all the
 
requisite conditions for the
I rljlulatlen cf 
 atephaic arthropods the 
vectors of various coz.nunicable uiseasos (maiaria, yellow 'ever, onchocerclasis 

etc.). 

In 1973, the population totalled 270 million inhabitants, of which 43%
 
vwore younger than 15, 5Y!. between 15 and CO years of ago and 41 
more than 3O.
 

The overall mortality rate is the highest in the world: 
 from 17 to 29 per 

te, .v:::o being 14 p--rv thousand; the i~ifant nortality rate
 
(infants under one year of age) is in the region of 150 per thousand, that is
 

to cay ten tiL9s hig~her thon the rates in Europe and North America. The 

annual natural growth rate of the population is about 2.5% for the Region as 
a whole, the hishest rates bein- 3.S7 in Pwanda and 3.1% in Mali while the 

lowest are in Central Africa, the rate in Gabon being O.5'1 
and in Cameroon
 

1.9,. 
 The low density nopulatton of 
some 15 inhabitants per km2 is comparable
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to that of A--7ricn" and t!he S UitiJ!, ?.o'r than in Asia (7.) and in Europe 

(" ) a aJ h.*, -r :: .,L!."-I t' - ';iy I OI. n.:. '2). A higher ratio ei'r-e3 

when Vie nui.i.:.r of..... c:::pard to the area of arable land 

(403 ihabitL;It i :.? ,uri .nia). Ncithr ic this very yeun-, low 

Censity popalitio hii :lv u'b.nizel, 3ince b2tvecn EO'%' to f),' live in rural 

areas. The vst r.,wjority of labourthe force is accordingly employed in 

airic.JtuI, re ec-ar which occupieL 1::-re th.n CO, of he nactive population. 

School enrolr nt, c:ipecially in pri.ary schools, doveloped rapidly between 19C.0 

and lP'Q, althcii-h the 1.terecy rate r.-:ins low (20,). Tho gross domestic 

pro iuct (GDP) ranged in 1971 from $70 to $S3 per head. Nlining industries 

grew rapidly but their share of the GDP remained raodest. Among the 25 least 

developed countries, 13 are in the African Region, accordin- to the United 

Nations definition. It is based on such indicators as the GDP (at least $100
 

per inhabitant), the share of industry in the total GDP (less than or equal to
 

10,") and the literacy rate (20X or less). 

Resources boing insufficient, the proportion of these allocated to social 

services is insigTnificant as compared needs.to Average annual exponditure 

on health is less than US $1 per inhabitant. The slender resources are often 

badly utilized, especially local resources which are not made to yield as much 

as they could. Environmental sanitation conditions are unsatisfactory and even
 

the -ost basic r.zeds 7r-o i.e' :-.t. The preent s-st-. 
of health sorvices
 

delivery is fragM-entary and of limited efficiency due to faulty management.
 

National guidelines and policies in the field of strengthening of services do
 

not exist. In the delivery of services, the emphasis is above all on curative
 

treatment at the expense of preventive measures. Health institutions are
 

concentrated in thi, toy-Tis wvlile riral areas 
are badly ;;erved. There is one
 

hospital bed per thousand inhabitants in urban centres compared with only ono
 



of health p~zscnn d remains one of the major obst; -los to the dcvoloppjent of 
1ealth sev'.ce:., .':::. "l £t , Ii:'inadequately trained and badly utilized. 

The idea oi heaith t(?an hL:, not yet becono accepted and this leads to its 
me,-,'ers' tasll :....i,il-.1,.1,.y-anJ op:)ortion ld
 

2. niturp rocin ,:o:i)-osry-c.s !'c!:axn gloomiy in many areas. Results' after 

the first twvo ynrs e4' the Sceonni Uniteid Nations Decade for De-volopment show 

that dovelop: nt pt"blews, lar from being settlc.d, have continued to worLen.
 

In many cases there 
has even been a reo'{ression conpared with the situation 

prevailin towards the end of the previous decade. Devolopin:" countries have 
obtained some rcsults in extending the benefits of economic growth following,
 

in particular, the develcj:-:,-nt of means of health cducation, the construction
 

of economical housing for the poorest 
sectors of the population and other
 

improvem-ents, 
 P.t ruch reoiaans to be done, especially in bringing these 
advantages clozer to rural areas. 
Der-ograpiic projections indicate that the
 
population of the Region will total 340 million in 1980 and 560 million at
 

the end of the century. ,lembers of the 0 to 14 age group will increase while 
those In the over 15 group will decrease; 70% to 80', of the population will 
continue to live in a rural environment in most countries; 
in others, that
 

pr portion will b from,. 
 to 0'%. Economic prospects will probably improve. 

Improved plannin, of manpower development and educational programmes as functions 

of nat'onal nieoC should leid to more satisfactory results in the field of 
education. 
From the point of view of health, there is likely to be a marked
 

decline in infant mortality, increased life expectancy at birth, with chronc
 

and degenerative diseases being among the most prevalent. 
The st.th..,-


I EB53/28, 
p.12.
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of hom1tl SrViiC-3 C'n-ISui-1 fri- int -Tratlo fpoyrtvoai ujt 

-. Of JLutioa, .oia to j:;ia1hoalth cmitres, 

oXf ixed ~b1 zid1'vioos zit-ild uwjsuvr bettor coverave of the 

populations, T:~: iA.L1.thu eolo-Ical a.,d socioucon6m.ijc context within 

which the variouz lo *,-t. -n tar-ts have W~on enhvisa-ad. 
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The primary role of the University in any community is
 

to spread learning through the prosecution of teaching and
 

research. From being merely an art acquired through
 

apprenticeship, medicine developed firmer scientific basis 

through its links with the University. Certification and
 

validation of products of medical schools also being possible
 

making for harmonization of mecicine which is an international
 

subject.
 

The health team concept demands that for each doctor,
 

there must be many more health auxilliaries and paramedical
 

staff who are geared towards providing primary medical care. 

The training of doctors/dentists have previously been ciscussed 

in our earlier paper* It is however still relevant to add that 

the intimate doctor-patient relationship must still remain 

sacred despite all the scientific and technological advances
 

that have acrued over the last couple of years. Such \xdvances 
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. garding the diagnosis and treatment of many conditions have
 

tended to have major effects on the pattern of medical practice
 

in some parts of the world. It is even feared that the
 

personal touch may soon be replaced by a team of technical
 

experts. In the health team concept, the doctor must continue
 

to preserve the personal relationship as the leader of his team.
 

The University could play an important role in the 

training over short periods of newly recruited trainees (medical 

or health auxilliaries). This would involve a redefinition of 

tasks and the provision of training relevant to the tasks these
 

nev *auxilliaries will perform. This cadre of personnel who are 

lower in status than doctors should be given avenues for further
 

educational and financial advancement through refresher courses.
 

ith their tasks well defined, the question of professional 

rivalry between such trainees and the doctors will not arise nor
 

C­
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will the frustrations of the Yaba trained doctor who 

received less pay for the same job arise.
 

The training of other para-medical personnel which
 

has been primarily the responsibility of Professional
 

Crganisations should continue to remain in these bocies.
 

Government should make financial and other arrangements 

to ensure an expansion in the numbers of personnel trained
 

while the retention of high standards should remain with 

the Professional examining bodies.
 

Involvement by the University of Ibadan in the training
 

of para-medical staff like Community Nurses, Dispensary
 

Attendants, Health Inspectors etc. is presently being
 

proposed to take part in the 
Ibarapa Project. Since its
 

inception, the Ibarapa Froject has been used primarily by
 

the medical students in their Community Health posting.
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These students learn to work with other members of the
 

health team and by,working in a rural area, recognise at
 

an early stage the problems of these communities.
 

Involvement of other medical schools in this kind of
 

programme by an ever increasing number of medical students
 

could change the orientation and motivation of doctors so
 

trained to offer service in rural areas. Necessarily, the
 

admission requirements of members of the para-medical
 

health team will be lower than customarily accepted by the
 

University. Proper Job Evaluation and performance would e
 

enable this cadre of workers contribute in the preventive
 

and curative facets of medicine.
 

However, it is in the area of post basic education for
 

the para-medical staff that the University of Ibadan shown
 

interest. The existing requirements for admission to the
 

Faculty of Medicine are so high that only students with
 

-v 



poorer grades than comparable medical students in any one 

year get achitted into the para-medical areas. Should 

integrated lectures wiith medical students be adopted as 

has been advocated in some schools, the need for repetition
 

of lectures in vieV of students with weaker background will 

defeat any advantages integration may have. How-ever, 

University commitment in the training of para-medical 

personnel will provide the teachers - administrators and 

research workers required by the para-medical bodies. Such 

graduates will carry out with them the priviledges inculcated 

by their education by cultivating disciplined attitudes of
 

mind towards the profession and the com-munity at large. 

Their role in the promotion of research in all aspects of 

health will make a positive contribution of the Health 

team's delivery of care to the community. 
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"HEALTH PROBVENMS OF BLACK POPULATIONS" 
'Manpower developmen and the role of-the unlversit.
 

Philosoph. Philosophy has been defined as the search for truth through a devotion
 
to knowledge. In rhe medical arts ant sciences, the philosophy must, of necesJty

be the epistemology of thp humane and the pragmatic 
service of man. The profession
 
of medecine conveys a message of hope for an improved quality of life, with the 
minimization of pain and postponemerv of"death, and for an organic freedom which
 
permits greater en,oyment and acvfvity.. If'this is true, then we must ask ourselves,
 
"What is our responsibility to ,.he ,oommunity?" 

Dr. Sheppard of Community Hea-,h Planning pointed out the dissonance of the 
narrowiy individuai practioner wilh the felt needs of the community. What should
 
the medical professions and the faculties of the universities do to correct. this
 
situation? Should the faculty members organize commit.iees for policy and action?
 
To what extent should the skilis or' other professionals than medical specialists

be sought? Can the doctor work as a team member wilh other non-medical peers

who are not. subordinate to him?
 

Dr Drayton mentioned the indigenous practitioners, and the Honorable O.M.Harper

pointed out the fac that the main resort of the people is to the local healers
 
because of the absence of trained professionals; these untrained part. time specialists

render a great service to the sufferers of their locales. Should we then follow
 
the examples of China, the Soviet., Ceylon and pvpt, and train the local
 
heale rs in principle of first aid, and perhaps teach them elementary diagnostics and
 
permit a minimal drug dispensary?
 

What rewards can be extended to induce professional medical personnel to serve in
 
remote areas? Could work be undertaken by means of a rotational plan? 
 Could
 
mobile units 'be developed?
 

Research. One of the main reasons for the existence of university teaching in
 
medicine is to conduct research. How can this work be increased and more closly

related to health care delivery?
 

Should there be an increase of double blind tests of new medication?
 

How may we avoid the criticism of using members of the community for research,
 
of raising expections, and of failing to deliver the inferred health care?
 

Can there be an overall planning for improving the quality of life by

integrating the knowledge, skills, and services of the entire faculty of non-medical
 
staff as well as the health professionals? The need for communicational help

has been mentioned several times in the course of the conference -- could linguisric

and speech specilaists , as well as public relations personnel be enlisted In a
 
crusade for imprvved health and wider research?
 

Have the members of the medical faculty the imagination, the breadth of vision,
 
the idealism, and the administrational gifts necessary to integrate an
 
overall use of faculties in other fields toward these philosophical gaols?
 

Des4ite the enormity of the tasks, the difficulties and pitfalls, most pf

the questions can be answered positively. Our problem is to work ou practical
 
and effectivemeans to these ends.
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The Role of the Univ rsit n the Solution of Health Problem. 
a. Education of Professionals Supplementary to Medicine and
 

of Health Ancilliary.
 

Recommendattong: 

Curriculum for medical school already too heavy. Itwould be unwise to introduce dentistry as a ,subject
into the curriculum. 
However basics of dentistry
should be taught in the medical school; example of
this is in Ife. 
Since health education is so effective
in dental care the preventive aslects of dental care

should be vigorously encouraged.
 

Since setting up of dental schools is even more ex­pensive than medical school and dental nurses are
able to meet the present demands of the populations
and the training of dental nurses should rather be

encouraged.
 

b. Community Involvement
 

Traditional Healers and Others.
 

Recommendations:
 

a. Dialogue with Traditional Healers
b. Research into Traditional Medicine to be continued.
 c. Invite Traditional healers to be on Health Education
committee. 
Try to influence them to change their

traditional concept of disease.
d. Tradition Birth Attendants Schools for these to be
set up and upgraded and encouraged to help in this
 
field.
 



Son0e of the qut.or;s o t:. co'' 

Are tradition t.'sto be rICorpor.nted into the medical services? 

Or not? 

If so, which types should Le considered? 

Should they be retraired first? 

By Whom?
 

Where?
 

What sort of training for which type?
 

Any constructive suggestions for training systems?
 

'hat abouL research?
 

If research, which areas 
should we be interested in?
 

In herbal medications?
 

Psychic section?
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THE ROLE OF TRADITIONAL HEALERS
 

IN THE SOLUTION OF HEALTH PROBLEMS 

1.. The Traditional African Concept of Disease 

TraditiAonal Afr ican medicine is 
an art derived from the
 

cultural experience of the people and bound up with their
 

religious belief. 
 It is practiced by professional healers
 

within tha various tribal groups. The methods of 
treatment
 

used are carefully guarded 
secrets and are only revealed
 

through the training of new recruits into the heal ing
 

profession.
 

Although there are 
regional peculiarities in the tra­

ditional religious belief of the African, 
certain basic feature­

are held in common throughout the numerous 
tribal groups. 

I shall refer primarily to the practice of traditAonal 

medicine in my own country of Ghana Christians form about
 

a third and Noslems about 
a fourth of the Ghanaian population.
 

The rest of the people are animists, i.e., they believe in
 

sp i r i t s. 

The Ahans, the l.argest tribal, group in Ghana (also 

found in parts of the Ivery Coast), believe in Nran opong, 

the Originator, the Supreme Being, the Creator and Source
 

of all life. le is considered to be a spirit and is approached
 

by 
human beings only through other lesser spirits, or abosom. 

The earth, Asae Yna (Nother Earth) is considered a goddess.
 

The abosom lhave their 
shrines where they are approached and
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worshipped through their intermediaries, the priests and
 

priestesses known an a].omfo. The ahomfo are subject to
 

being possessed by their gods and are believed to speak with
 

this state. (A description of
the god's voice wli e in 


possession will be found below.) Traditional healers are
 

usually in close contact with these priests, who assist them
 

from whom they can learn more about
when necessary and 


heal ing. 

Ancestors have a central place in the cosmology and 

social system of many African societies. For the Akans, 

although the ancestors are physically dead their spirits 

are still seen as an integral part of the society, help:ing 

and rewarding those who obey the laws and follow the customs,
 

punishing by disease or misfortune any who fa:l in their
 

traditional obligations.
 

The African believes in the existence of supernatural
 

forces which have control over life, death, and disease.
 

Although illness is accepted as a pathological state, it
 

or
is generally believed to be caused by the illwi.l. 


agency
ill--action of one person against another, through the 


of witchcraft and magic. Concepts such as germs, Viruses,
 

and protein and vitamin defic:iencics do not figure in
 

traditional medical theory.
 

The ldomas (Nigeria) have what has been described
 

by Armstrong (1966) as the "moral theory" of disease, according 

to which serious illness is attributed to either a moral 
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lapse on the part of the sick person or the malevolent act 

of another. Among the Akans (Chana) the cause of serious 

illness is often sought in the circumstances of the person's 

social life. The traditionual African view makes no clear-cut 

conceptual separation of the physical world on the one hand 

and the supernatural on the other. It is thercfore thought 

necessary to treat illness on both the physical and spiritual, 

levels. When a sick person consults a traditional healer 

he expects him to discover the cause of the illness, f'ind 

out who the culprit is, diagnose the nature of the disease, 

apply the right treatment, and supply a means of preventing 

the misfortune from occurring again. 
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2. 	 The Training of l)ifferent Types of Professional TradiLjonal. 
Beal er': 

The traditional healer is seen in every town and village
 

in Africa. He is a great source of help in times of crisis.
 

lie is accessible to everyone and he comes into the picture
 

at many points in individual and community life. Be is
 

influential, well-respected, and well-liked in his community.,
 

lie is sometimes wrongly referred to by Americans and Europeans
 

as a "witcl-doctor" -- a term which should now be burived and
 

forgotten. The traditional healer uses medicaments which
 

he prepares himself, lie charges for his services according
 

to the patient's financial means. The patient :is permitted
 

to pay at his convenience.
 

There are different types of traditional healers:
 

those who use only magico-religious methods in healing,
 

the herbalists who derive their powers from their medicines,
 

and the sumankwafo (Akan, Ghana) who deal in a.;iuman (charms
 

or talismans). Asuman have innate magical properties derived
 

from spiritual beings. Perhaps the most popular of all is 

the traditional healer who uses both ned icaments and magico­

religious methods in healing. It is the training of this last 

type of traditional healer that I now proceed to describe. 

A. 	 The Traditional Healer 

A prerequisite for being accepted accepted for train...,
 

in most cases, is to have been possessed by a deity. Possession
 

usually occurs when che prospective traditional healer is attending 

p 
4 



5
 

some religious ceremony at a shrine. Both men and women are
 

accepted but are trained at different shrines. The training
 

lasts for three years.
 

The first year is devoted primarily to orientation
 

and observation. During the second year 
 the trainee learns
 

therapeutic technicues and the properties 
 and location of 

plants and herbs. He learns about the god of the shrine, 

for he will be the intermediary between the people and the 

god. He learns dances and incantations used to invoke the god. 

lie is taught the construction and use of asuman, or charms. 

In the third year, the trainee receives instruction 

in the technique of "water-gazing" -- hwe-nsom. This is 

an art of divination which involves the ability to discern 

"what lies within the water." For many weeks the trainee 

is taken to the side of a river and made to look into the 

water until he begins to see the faces of the spirits of the 

ancestors. The purpose of the art of water-gazing is to
 

be able to covmunicate with the 
 spirit of the ancestors. 

During the t. ird year the trainee is taught akorn, 

the art of being possessed. Akom manifests itself in behavior 

akin to an ep:ieptic fit. It is induced by drumming and dancing 

by the shrine attendants. 

The al:om descends suddenly on the person in question, 

who may be dancing normally or quietly standing or sitting 

watching others. Suddenly he becomes possessed, le begins 

to rock and shake violentl,,, rolling his eyes and behaving like 
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someone .strugging for air. 
 The attendants of the shrine 

come to his aid and take him away. He is brought back with
 

white clay smened all over 
his body, clad in white cloth,
 

.and wearing charms in 
his hair, on his arms, and on his
 

ankles. lie starts to shake and 
dance, remaining on his feet 

for hours. ]During this time he is supposed to be possessed 

by the deity and can make utterances desired by the deity.
 

Finally the possessed person shouts 
loudly and the
 

deity departs. The possessed person collapses 
into the
 

arms of the attendant. 
 When he revives, he has no apparent
 

recollection of what 
has happened.
 

During the training, strict discipline is enforced.
 

Taboos must be observed. Celibacy is required. The trainee
 

must never adjure the god of the 
shrine to kill anyone.
 

He works during the day on the T1I's farm, lives in the same 

compound as the TH, and 
sleeps at night in the temp.e beside
 

the shrine, so that 
he is constantly under observation by
 

the TH. At the 
end of the third year, the initiate attains
 

the status of 
a fully trained traditional hoaler.
 

B. The Traditional Birth Attendant 
(TBA)
 

In Ghana, 65% to 75% of all 
births are attended to by
 

TBA's, and the situation is not likely to be 
very different
 

in other parts of Africa.
 

Studies by Acquah (1956) 
in Ghana show that the training
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of a TBA may take from, one to seven years, depending on 

previous experience. The trainee learns under an older prac­

ticing TBA , invariab] y a ' nr':n "r 1- nswoman 

The pupil receives instruction i, the magico religious 

belief surround ing pregnancy. .e learns the traditional 

methods of treating infert:il ity. menstrual comllaints, 

complications aiising from pregnancy, anud infni:t (]i eases. 

In addition, he learns a out ti e natural ph sical changes which 

occur during pregnancy, and is in roduced to the medi cinal 

herbs used in obstetrics. 

Priestesses also stud.mdw;fety during their training 

as officers of the ;hrine. They use essenLially magico­

religious remedies in tncir treat oent of pregnant women. 

TBAs may be male or fema'e They are usually elderly, 

and are often 1iiAtera e. 

C. "Bone-setters"
 

Some traditional healers have become famous for their 

skill in setting fractures. The town of Larteh is well known 

in Ghana for it. bone-setters. It is believed that the skill 

was derived, fro: the god Adel.ca and is transmitted tLhrough 

the patraIinnag:e at 
rucare, a subd ivision of that town.
 

The practitioners appear to have a sound lnow;ledge of anatomy.
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3. Diagnosis and Treatment of Illness by a Traditional Healer 

Let us assume that the father in a family falls ill.
 

The wife or children inform 
 the elders of the extended family, 

who then assess the situation. If the father is found to be 

seriously ill, ishe relieved of his responsil.ities as a
 

father. This means he has 
 received legitimate ipproval to
 

be ill. fle is now free 
 from his social respons!bilities and 

can assume the sick role. The sick father, accompanied by
 

relatives, now goes 
 to consult a traditi6nal healer at hi.s 

shrine.
 

The diagnosis of illness is embedded in 
the magico­

religious system of 
the society. Sometimes a specific god
 

may be consulted, at 
the patient's reouest 
or the Tll's own
 

discretion, to ascertain the cause of 
the illness. The
 

techniques used 
in divination include 
possession.
 

The god communicates with 
the TH during. the time he
 

is possessed. 
 This dialogue is unintelligible to all around 

the shrine, with the exception of the TIV's oLLCame, or linguist, 

who interprets the god's message to the patient and his 

rela tives. 

After diagnosis the patient:, accompan;ied hy a member 

of his family, remains the forat shrine treatment. 

Medicine may taken orbe orally by enema. During treat­

ment, the patient is allo..,ed little rest because the agents 

causing the illness demons must-- be frigh)tened away. 



Terrifying masks, 	 unbe'irab]c se:NLts an, lu:igations, loud
 

noises and dancing m.ly be employed to 
 this end. If these fail, 

sorcery (the use 
of magic to overcome evil deeds) is 
utilized 

by the TH to drive away the demons. Should the demons prove 

resistant to this approach, they arc appeased with sacrifices
 

and precious gifts.
 

The test of the effectiveness of 
the traditional 
healer
 

depends on his 
ability to communicate with 
supernatural forces
 

in order to diagnose disease and 
prescribe cures. 
 ThS patient's
 

faith 	 and the personality of the healer 	 are essential ingredients 

for success. 
 This method of handling disease 
through magico­

religious acts 
and concepts has 
a positive psychological value.
 

The patient's belief that the traditional healer 	 has established 

contact with the forces which control the disease contributes 

to his 	feeling of security and trust.
 

Many of 
a TH's visitors are not really sick. They
 

consult him 
in search of asuman 
(charms, nostrums) which they
 

hope will enable them 
to meet the problems of modern society
 

and everyday life: 
 success 
in trade, competition at school
 

or at the office, fear of infertility, impotence, etc.
 

The studies of 
Acquah 	(1956) and Twumasi (1971) 
in
 

Ghana 	 cmphasize that both the educated and the uneducated 

seek help from traditional healers. Iost educated as well 

as uneducated women 	 consult the T13A when pregnant. Often they 

acquire astiman, charms, as "protective medicine" to cover the 

period of pregnancy and the early life of the 	 infant. This 
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aspect of the TBA's activities is very important to the 

expectant mother. Those women who have access to antenatal 

clinics go back to these clinics to continue their medical care 

after they have acquired the "protective medicine." 



4. Pharmacoogy 

Lach traditional healer ha- his own recipes for treating 

disease. In general, these are trade secrets, although there 

are some herbs which are in common use. 

While the modern pharmacist seeks primarily to isolate 

the active prJnciple (e.g., in an herb), the traditional healer 

believes other principles may have a synergic effect on the 

main active principle. He therefore mixes his medications 

to or
in order dilute activate this effect. "..edications 

may be prepared from herbs alone or mixed with animal parts. 

Ezeabasil.i (1966) gives a list of some Ibo (Nigeria) 

medications and their constitution. For example, the extract 

from Argeml.one mexicana, berberine, is active against Leishmania 

tropica. Cassia absus, whose active principle is chaksine, 

is active against staph aureus. Solarum supp. contains solanize,
 

which is active against candido albicans, staph aureus, etc. 



5. _Why Does Tradj tiona] Modicine Continue to Flourish in the
Face of Scientific ",edicine in Africa? 

There are several. reasons for the continued popularity 

of traditionaI medicine in presentday Africa. 

(a) Traditional healers are more accessible to the 

people than modern rmedical personnel. According to the l.atest 

census in Ghana, while only 29% of the Ghanaian population live 

and work in urban areas, about 71% of the medical and para­

medical personnel worl,.ing for the civil service practice in 

urban centers. Health personnel who are recruited from rural 

areas often refuse to go back and work in remote health centers 

because of lack of social amenities. A mother might walk for
 

mi-les only to find when 
 she arrives at a health center that
 

her baby is already dead.
 

(b) The bureaucratic organization of the health 

facilities is 
often alien to the people and this discourages
 

hospital. attendance. 

(c) It is commonly felt that hospital staff are brusque 

and discourteous.
 

(d) In psychiatric illness, the traditional African 

prefers to be treated by the traditional healer because they 

share the same world view.
 

In summary, the traditional healer 
 is. popular because he 

lives among the people and can be sought out at any time of the 

day or night. A patient is charged according to his means, 

and usualIy can pay at his own convenience. The traditional 

healer always gives Win an explanation of his illness; in contrast, 

the hincpil ! staff often finds 1o time to offer ex1:lanations. 



6. Interaction with !lodern Nedicine 

From the standpoint of 
modern medicine, traditional
 

medicine has many shortcomings. It is not rational. The
 

tradi tional hiealers are re] uctant to reveal the recipes for 

their medications. No records of treatment are kept. The
 

sanitary conditions are sometimes 
 unacceptable by modern 

standards.
 

But in spite of these shortcomings, Africa stands to
 

gain a great deal by integrating 
 traditional medicine'witlh 

scientific medicine. 
 This integration will be particularly
 

valuable if the preventative 
 aspect of medicine is emphasized. 

Traditional healers, who by virtue of their work are already 

popular and influential in the community, can be invited to
 

serve on public health education committees. l!opefully, 
 this
 

would create 
 in them an awareness of the physical causes of
 

disease and eventually 
 could alter traditional attitudes. 

There are already indications that this approach may 

not be unrealistic. 
 The attitudes of traditional healers
 

have already begun to change. Tils now display sign boards 

advertising their sli~lls. Some own te]ephones and mailboxes. 

Some bottle their medications for large-scale marketing. 

Several can be seen practicing their profession wearing white 

coats, another modern influence. 

In Larteh, Chana, the chief priestess of the Akonedi 

shrine has a secretary and an "edticatijon attache", a university 

graduate who gave up a university lectureship in parasitology 



14
 

to take up this work. 
The chief priestess 
has also travelled
 

to the United States 
twice. (Brolbnscha, 1966)
 

There 
have been instances,, when 
some traditional healers
 

have even 
suggested 
that their patients 
po to the hospital
 

for an injection. 

It can be inferred 
from the 
above examples that 
the
 
traditional healers 
are not totally 
cut off from the 
20th century,
 
It might not be impossible, therefore, to 
influence them
 

positively for 
the benefit 
of the community.
 

It is encouraging 
to know that some 
prominent educational
 

institutions 
in Africa 
have already started 
investigation
 

into traditional medicine. 
 In Nigeria, traditional medicaments
 

being analyzed and
are the useful 
ones introduced 
into modern
 
medical practice (Onuaguluchi, 1964). 
 In the Aro experiment,
 

Lambo has 
been able to 
develop cooperation between 
psychiatrists
 

and traditional healers. The 
services of 
the THis are used to
 
allay 
the fears and 
anxieties of 
his psychiatric patients.
 

In Ghana, a program for 
upgrading 
the performance 
of TBAs
 

has been set up under the medical 
school's Danfa Comprehensive 

Rural Hlcalt 1 and Family Planning Project. The aim is to devise
 
a training program which incorporates 
traditional midwifery
 

practices 
into tie 01 ficial training curriculum. 
 The course
 

lasts 
for four months, 
after which TBAs 
are 
gi.ven midwifery.
 

kits from UNICEF. 

C'*
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7. Future Prospects 

In the face of the acute shortage of 
health personnel
 
as well as facilities, 
the interaction which 
has been established
 

between traditional 
and scientific 
medicine needs 
to be
 
encouraged. 
 it opens 
the door wide for 
new ideas which, if
 
skillfully processed, 
could be of benefit to all. Some of
 

the traditional healers, 
such as bone--setters and TVAs, are
 

already very skilled 
in their specinities. Re need to develop 

ways to retrain them to it
ma:e possible to incorporate them
 

into the medical services. 

We cannot ignore the fact 
the 70% 
to 80% of the population
 

in Africa use the 
services of 
the traditional healer. 
 Unfor­
tunately, not enough 
is known of the intrinsic value of some of
 
their 
healing methods. There is an 
obvious need 
to collect
 

data and 
to conduct research in 
this area.
 

Cooperation with 
the traditional healers 
can lead to
 
a positive change in 
the traditional African concept 
of disease.
 

We stand to lose nothing by this experiment. 
 The traditional
 

healer is bound 
to remain popular in to the foreseeable future
 

since he is accessible, available, and acceptable 
to the people.
 

Why not use him? 
 li "
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in Nigeria 
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Nigeria with a POultion of nearly 80 rnillion (1973
 

Consus) 
 has grossly inadequate basic health facilities. As 

at 1971, the .Health I.Ianpoaer and facilities obtainable are as 

shown in Table I and II (Dada B.A.A. 1973). When one group 

of the total health manpower team - the 'Physicians - are 

looked at on a global scale, Nigeria has only I doctor per
 

33,000 population (Table 2).
 

The inadequacy of health 
manpower is further complicated 

by uneven distribution among the population and dearth of
 

infrastructural 
services like clean water, electricity, easy
 

transportation and inadequacy of funds. Other problems like 

poor enviromental sanitation and personal hygiene, overcrowding
 

poor nutrition, inadequate personal health services 
(maternal
 

and child health, school and occupational health services)
 

uncordinated and inadequate i.nunisaticn programmes, health
 

education and epidemiological services including the building
 

/
 



School- to Ai", f-- V 1, (ilO Aectrs p-1 school eryr 

by 1900. This 'target can be reached by the older and more 

established schools if serious consideration is given to 

(a) adequate financial prcvision to the Universities
 

or Medical Schools. Costs which will run into 

several millions of dollars will be needed for 

capital and recurrent e:zpenditure. A minimum 

figure of ,30o,00o0,O00 per school has been
 

suggested as a rough estimate. 

(c) Suitable and adequate numbers of candidates can 

only be obtained if good scie.'tific foundations
 

are laid in the Secondary schools. It would also 

be necessary to run large Basic Sciences courses as 

well as expand and adequately staff existing ones 

if wastage fro: droouts or lowering of m-edical 

stan-/ards is not to ensue. It would also follow 



.4 
-

that students ad-itted into medical/dentl schools 

should be offered scholarships autoi,:atically.
 

This would obviate the possibility of students 

not being able to take up places bccause of lack
 

of funds. 
 The provision of a State scholarship
 

which is often tied to a bond will also enable
 

the goverrnment to deploy doctors to 
serve in
 

rural areas where the poor, underpriviledged, 

ignorant, undernourished and diseased populations
 

who need medical care abound.
 

c) At the same 
tim,:e as the number of medical personnel
 

are being increased, there 
nust also develop
 

training programmes to increase all categories of 

the health manpower team. Such new;ly recruited 

trainees (health auxilliaries) and the existing 

A:
 



para-medical cadre should be given more relevant 

training than they had previously received to 

maximise their capacity and function. Their 

orientation should be tow:rards rural, urban, 

health carepreventive and curative approaches to 

delivery. Reoricntation and redefinition of tasks 

will enable para-medical personnel take over the 

simpler and unskilled tasks which the doctor has 

to perforn. Routine immunisation programmes, the 

recognition of minor illnesses and health education
 

taken this category of staff.can 	also be over by 

(d) 	The reorganisation of faculties cf Lmedicine within
 

Universities to semi-autonomcus schools of medicines
 

affiliated to degree-granting Universities appears
 

strong for budgetary and other adninistrative 

The 	training of basic para-=edical personnel
reasons. 




would cost nuch more to provide and would be less 

efficient within the umbrella of degree-granting 

institutions. Cearing in mind the high entry 

requirements for Yiedicine in the Universities, 

.the para-medical students would be poorer academic 

raterial who would need nore of the teachers' time 

if satisfactory results are to be achieved. 

e) 	 The provision of adequate numbers of teachers 

would constitute one of the bottle necks of this 

grandiose plan. There is already general world­

wide shortage of qualified teachers especially in 

the preclinical areas. M4assive recruitment from 

abroad would provide a temporary solution. 

However the expansion cf poo- .. raduate professional 

training progra.m es, to provide teachers as well as 
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staff biger hosnitals will be an absolute
 

necessity. The recruitrient of the many qualified
 

Nigerians in the United States or United Kingdom 

etc. who are part of the brain-drain should be 

tactfully pursued, the persons being offerrod 

attractive conditions of service.
 

(f) Medicine is an international affair and even with 

this apparent mass production, all efforts must be 

made to avoid devaluation. .odern teaching 

technological aids should be utilised as much as
 

possible to improve the teaching. The curriculum of
 

the medical schools should be designed with the 

primary aim of training doctors for wcrk in Nigeria. 

Serious consideration should also be given to the
 

reduction of period of undergraduate training to
 

4 years without lowerIng the standard of instruction 



or t3e qualiIy o.Z the experience. Reduction in the total 

duration of the course will drastically reduce even the 

short periods of vacation and will impose a heavily crammed 

course especially in the preclinical areas.
 

To ensure uniformity of development in all sectors of
 

the economy th2 grow;th of other professions like Agriculture, 

engineering etc. should also be accelerated. 

Both the traditicnal healer. and members of the orthodox 

medical health team aim at offering service to the community 

who are the consumers of skills. Ademuwagun (1974) found in 

a study on a rural community that the pattern of utilisation 

of health services was not based on educational status but on
 

the belief and value in what each system of medicine could
 

do for a particulaz complaint or disease. For example, with 

neurosis, 745 of people believed and consulted traditional
 

healers whereas in dysenteric diseases, 665 consulted the
 



orthodox medical physician. When it is realised that over 

851' of the Nigerian population live in rural areas reconcilia­

tion and intcqration beti;cen the two systems of nedicine 

becenos very i.portant since they both ai- at a cozr-icn goal. 

Vievwed from the eye of the practitioner of orthodox i-:edicine, 

the ic2ntificaticn of te positivo roles and eliminztion of 

the regative practices would be the first step towards 

integration and reconciliation. The enlarged mixed health 

team could by tackling the burning health issues of the community 

transform the country as if with the wave of a wand. 



TF IT Tr NT..TT1 VT-O 1? A'TT) FACILITES 

Estimated Population 66,000,000 

Number of 1edical Schools 5 

Numrber o:6 rCcdic,.l graduatos (Ibadan & Lagos 103 
Univol'sity) 

Nunber of i.cjistercd Dentists 120 

Number of Registercd Veterinary Surgeons 182 

Number of 2egistered Pharmacists 910 

Number of Registered Iedical Practitioners 2,878 

Number o .e.istcred Nurses 14,086 

Numnber of !oegistered iMlid:ives 14P951 

Number of Mospital ( and health centre) beds 34,705 

Number of I'.aternity beds 4,334 

Number of Registered Psychiatric Nurses 356 

Number of Registered Health (Nurse) Visitors 125 

Number of Registered Nurse Tutors 117 

Number of Registered Midwifery Tutors 40 

Number of Registered Public Health Nurse Tutors 18 



Population per rzeclicJ school 13,000,000 

PC'pulation Ieistered dentit 550,000 

Population ,egistored Pharmacist 72,000
 

Population por 2egi-stered odical 
Practitioner 23,000 

Population per 'ieristered ,,ursc 4,700 

Population per llospital bed 1,900 

Population per M.aternity bed 15,000 

From Dada E.:\.A. In pronities in National Health 

Planning. 
 Editors Akinkugbe, 0.0. OlatunLosun 0,
 

Esan G.J.14. Caxton Press Limited Ibadan pp. 123
 

S 



D()TO27S P -R 100.000 ponu].ation 

usA 
B2ITAIN ) 120-200
 
EUROPE
 

Taiwan 32
 

India 22
 

Pakistan 19 

Indonesia 4
 

Tanzania 4
 

Nigeria 3
 

4alawi 2
 

Nepal 2
 

Ethiopia 1
 

Source: Statistical Year Books of U.N. and W.H.O.
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By 

Dr. S.R.A. Dodu 
Dean - University of Ghana iLedical School 

African countries have come a long way since the days of the 

colonial medical seL'vice, !od.-y, Africans are free to set their own 

goals, their o,7ririts and thieir own targets and to alnost every 

country this .:eans a co. .it::ent to -'rovide health care coverage for 

the total nopml'tion. 

2he slogr.n "accept-'7ble and acceoted heu.th czre for a3.1" is 

implicit in steton:::,Is :ade by political leaders tlnwo-. --hout the world 

and will donina-e Ledico-!political tiidng in the remaining decades 

of this cet-'ry. *rt is for sober minded health -la:uers to determine 

a realistic levw! of "acce.;t ability" that a country is: able or willing 

to pay for. 

Level of health :..an-vouer develoment 

The dotion.hana not demographicin is unique. 2he ba.sic 

characteristics a:e sir-lar to those of other countries in ';est 

,Lfrica and the trends in health manpower development orealso similar,(; r,
 
(. i).. .g. .
 

ihe uat~ern cL' u:edical roractice is such tl.t almost two-thirds 

of the total nurber of doctors are employed by the Government in the 

national health service wich is run by the Linistry of Health. .Lt 

the end of 1c73 there were 951 physicians in the whole country and 

@^/2.
 



675 (i.e. 7Z) them Ghanaians (Table I).of here 

in round figures of the physicians are based in the capital
-

city (pOP. 700,000), in 19 other urban commnities vith a total-

population of about 1 million and the remaining y are scattered over 

the rest of the country where 79,) of Ghanaians (6 million) live in 

communities of less than 5,000 people each. 

Tis is tIe perspective against which Ghana mst consider 

its health manpouer development policy. The objective .isto extend
 

basic health services to all arueas. There is no disagreement on 

this; the real question is how should, or can it be achieved? 

Extendirjg physician type service 

Table 2 shows the numbers and distribution of the main 

categories of health -ersonnel and reveals that whereas only' 365 

of doctors (mainly non-Ghaaians) are in practice in the ru-.> ,.:reas, 

7& of medical assistants are located in these areas. It is ear 

that any intention to extend physician type service to rurQl areas 

in Ghana at the present time must give priority to the txa of 

medical assistants (or Health Centre Superintendents). 

Ghana is currently considering starting a new :­

and it is pertinent to examine the need for more doctoic., fuJi
 

proper perspective and also to consider the role of the ix. c sity 

in shaping national health policy.
 

Physician/po hulation ratios 

The uncritical obsession with physician/population ratios 

is a dangerous condition which obscures the primary objective whici 

0@/3. 



The 	role of the University 

The responsibility of the University Medical School in 

national health planning has been stated in a 1',TIO publication 

(Technical report Series Xo.547, 1974) aafollows: 

"Hedical schools cannot be simply interested by-standers
 
or reactive institutions responding to pressures; they 
have 	to help to shape events in the health care arena
 
and they must be committed to the enlightenment of yublic 
opinion if demands of society are unsound. Th-y tuv.t 
interact with the health system as it is, and assist in 
its gradual and continuous improvement." 

"Enlightenment of public opinion" in practical terms r.e,. t2e 

identification of problems and the marshalling of obje u... 

in support of a recommended line of action. 

The Universities must assist in the evaluation (o J 

of health persoimel in the field situation and they ,' 

out research into the most appropriate and effective inc_: 

training different levels of health personnel under -ivr.n c:n ,; .onz. 

There are other problems to which solutions ui< 

(1) 	 What is the rate at which rural areas are ezoec,:,-:,
 

to acquire the minimum facilities that can
 

effectively sustain a doctor?
 

(2) 	What is the optimum number of doctors for
 

present and anticipated expansion of the b..
 

service2
 

(3) 	 At what rate can the health delivery system absorb
 

doctors?
 

so./5*
 



is to extend 'acceptable' and 'accepted' health services to the 

whole population. 

It has been suggested for example, that Ghana'should plan 

for a target ratio of 1 doctor to 2,000 people by the year 2000 A.D. 

Such statements are based on the assumption that, whatever it is, 

that is meant by "acceptable" health care, more physicians are 

required to provide it.
 

Physicians and medical assistants (Health Centre Qiperintondents)
 

No target doctor/population ratio can of course guarantee an 

equitable distribution or an efficient utilisation of physicians. 

Ghana has already achieved the target of I physician to 10,000 of 

the population which has been suggested for the WHO African Region 

by the year 1980 and in my personal opinion it is feasible and 

realistic for Ghana to reach a target ratio of 1 :5000 in the year 

2000 A.D. (Table 3). This would require an intake of 120 doctors 

into the single medical school as from 1981. It is possible to plan 

for this increased intake without a massive outlay in capital 

At the same time it is necessary to intensify the training 

of medical assistants in order to achieve a similar ratio i.e. 

1:5000 by 2000 A.D. (Table 4). This implies that for the next 

decade priority in health manpower development in Ghana must shift 

from physicians to physician assistants or extenders. 

must emphasise again that these suggestions are purely 

personal and empirical. 

* \4A 

I 
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(4) 	 'Jhat is the national policy regardi.n,. the creation 

of highly specLalised tertiary car.e units and rnirh"; 

these be developed on a n-Ltioi!a bI. i,. or -Is a join1 

project byr neihbouigfinl 	 onr 

believe the Uivr:ities h.ve a role to ln findi. ;e _lCy 

answers to these questions. 
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Dr. El Neil 
 Implementation of the conference recommendations shall be
 

handled by the Association of African Medical Schools.
 

A formal invitation will be extended for April 27, 
1975%
 

meeting to Part.icipants of the conference. 

It was moved that letters be written by Dr. 13rigsby to the 

Associaition confirming the invitation to include Howard University
 

and Caribbean schools as 
well as 
other health team members and
 

other professional bodies. 

A motion was made by Dr. Grigsby and passed to: 

Recommend action on a university pilot project to study 

the impact of health teams on health problems of countries 

with large Black populations. 

Dr. Poindexter- It was moved and passed that the proceeding of this meeting be 

published and distributd to all participants. 

Thanks for the invitation to the conference were extended 

by Dr. Thompson of Nigeria to Howard University, USAID, African 

American Scholars Council and PAHO, for the African nations
 

represented.
 

Dean Mann made concluding remarks and closed the conference at
 

12:00 PM.
 

/\
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6 FUM Physicians 

Nurses ~49 

5, 969 

41EJ-29 1 

6, 153 

4,932 

x 103 4- i 
SMidwives 

2 

0 --

990 

1952 

152 
, 

&~436~789 
1 

1972 

951 

1973 Year 

Numbers of Physicians, Nurses (Professional) and Midwives 

in Ghana (1952, 1972 and 1973) 



DISTRIUTICN 0? .....T rI & NON-GHAN.IpT ITYSIIAiS 
ni noT,,u, (1973) 

"UTTC 3120 0C1 7VA)I -

ITrbn Rural Urban -ur1 

Ghanaian -Iq 104 102 4, 6Th 

iTon-
Ghanaian 65 20 21 170* 

A 4 124 1 21 

ToTl 6CF2AL - ee - I4: I 1 9 .511­

' ivnly fcreigy ' jissiona-y do :-

Table I. 



PROIDO IITIONI 


Physicians 
Ned. Asst. 


Nurses (Prof.) 

Auxi. Nurses 


Midwives 

NATidwives 

Lab. Tech. 


Ass t. Tech. 

Table 2.
 

OP RZALTH PEONEL MN URBAN & 

RUMA PTA~I (1973)GT.LNA 

DIZTRIBUrITONT'oecountry
To"tal (a)Urban (b) Rural 

951 64.4 35.6 

258 22.5 77.5 

6,153 41.6 58.4 

2,460 37.8 62.2
 

3,662 15.7 84.3'\ 

I,270 53.6 46.4 

276 76.9 23. 1 

244 80.5 19.5 

.7 

I\ 



DOWTOR/POPULATION RATIOS 

1973 FIGUJtM P?.OJTED TO 1980 AND TAIRGMT FC 2,000 A.D. 

Doctors Population Ratio 

Doc/pop. 

1973 951 9 mill. 1:9,000 

1980 1,400 11.2 mill. 1:9,000 

2,000 3,600 18.3 mill. 1:5,000 
--arL- et' ... t) 

Table 3. 

.y 

r"; ' 



1973 "IDU7c1 tjar'~ 1jco C:>~:Pn 2,000 A.D. 

FOUI,'.'20Y ed ;rs L/pop. 

197 3  25, 9 rdJ.. 1K35,000 

1980 ;o11 mil I . I - 2p(K-,,0 

2 000 ,r.-CnO I1.3 min. 1:5,c ( 

.'_ ; T !, 


T'ble 4.
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HEALTH PROBLEMS OF BLACK POPULATIONS 

An ]nternatLJ nza Conference on
Health Manpower Deve Wpnient and the Role of the University 

Wrap-up Sessioii, ,eport and Recommendations 

Dean Marion Hann, Howard Univwrsity College of Medicine 

Assistant Professor James Shepperd, Recorder 
Professor Margaret E. Grigsby, Conference Coordinator 

Group I 

Dr. El Neil Resources Problems 
W. H. 0.
 
Brazzaville 1. Projection is 
difficult due to political changes

Office 
 and ideological differences. 

2. Training students to deal with changes and to' 
anticipati th(m is necessary. 

3. Recruitment for rural service and finding incen­
tives to keep workers there must be done. 

4. Attitude of students to be compatible with the 
faculties of the university. Attitude must be 
worked on in secondary schools. 

Group II
 

Dr. Kagia 
 Roles of Health Workers
 
Kenya
 

Preventive
 

Curative
 

Administrative
 

Recommended: 
 Each ministry of health and university
 

faculty should set standards and perform task analysis
 

for M.D.'s and auxiliary health workers.
 

Group III
 

Dr. Francis Definitions
 
Nigeria
 

1. Professional 
- generally acceptable for each discipline.
 

2. Functional - work without supervision.
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Group III (cont'd)
 

3. 	 Auxiliary - works with professional with or without
 

supervision.
 

4. Auxiliary -	 works with supervision. 

Staffing determined by administrators and planners. 

Health Educators should be drawn from the village or 
other community ind provide a link with PIN and community. 

All 	workers need: 

a. 	 multidisciplinary training
 

b. 	 need courses in management and administration
 

Wednesday II
 

Dr. Wurapa Team Approach and Health Services Strategy
 
Dr. Evans
 

Recommended to make team approach work:
 

1. 	 Establish need for team
 

2. Avoid cross 	purposes
 

3. 	 Coordination of work in other institutions.
 

4. 	 Public Relations
 

5. 	 Statements regarding the team's ability to meet the
 
needs of the community.
 

6. 	 Role definition is important to understand the team
 
function.
 

7. 	 Support from the Health Department and others is vital,
 

Group IV
 

Dr. Poindexter Field Training for Auxiliary
 

1. Definitions 	- differ country to country
 

2. planning estimates - figures relate to need and economics. 

3. 	 Training program- length and content vary. Attempt
 
should be made to shorten courses. 



Group IV (cont'd) 4. Course conte1it depends on job task assignment. 

5. Supervision of training and work is important. 

1' 6. Evaluation of skills provides credibility. 

7. 	 Cost Benefit!Analysis - should be done to determine 
value of auxiliaries. 

Health Center: Minimum staff for curative services 

a. 	 Medical Assistant and Physician Assistant 

b. 	 Community nurse 

c. 	 Healthi Assistant - Sanitation-preventive
 

medicine practitioner.
 

Thursday
 

Dr. Adetosoye 
 1. 	Dental auxiliary training should be accelerated.
 

2. 	 University to broaden schedule for medical students
 
to include dental information and skills. 

3. Preventive dentistry can be performed by auxiliaries.
 

Traditional Healers
 

1. 	Research into traditional healers should be instituted
 

in the university. 

2. 	There is collaboration by scientific and traditional
 
healer, but no integration of traditional healer into
 
Homeopathic medical care. 

3. 	Caution must be maintained regarding the efficiency of
 
traditional healer in evaluation of medical problems.
 

Session on Increasing Health Manpower
 

Friday, Morning
 

Dr. Davidson Perspectives for increasing health manpower
 

Manpower development
 

A. 	 Manpower provided by:
 

1. 	expanding existing teachinginstitutions
 

2. 	 introducing new ones
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Friday, Morning (cont'd) 

B. 	 Question of type should be examined in the light of 

the needs and constraints of the system for delivery 

of 	health care. 

C. 	Extent of coverage should be seriously considered.
 

D. The use of community leaders is of paramount importance. 

University's Role: 

1. 	Must be greater effort on the part of policy makers in
 
government and university to break with tradition in 
who provides what health service. 

2. 	University must be receptive to change.
 

3. 	 University should be more practical and bold in 
enlightening government and collaborating with the 
community.
 

4. 	Self reliance should be encouraged and not total 
reliance on external aid. 

5. 	University should not lag behind or be too far ahead 
of government in terms of national development but 
must be just a step ahead, always maintaining open 
communication channels. 

Other Recommendations
 

Moved 

Dean Mann That this house, should for the purpose of the post-conference 

action on the problems delineated during the deliberations,
 

establish a team, based mainly on the universities of the various
 

regions of the conference member nations, to look into the pro­

blems and to serve 
as a body that will be a link between the 

various countries. 

Howard University will serve as a reservoir of information and 

expertise as well as manage the affairs for the American participa­

tions. Dr. Grigsby the coordinator of this conference will name 

the mu] tidisciplinary committee to carry on the work of this 

conference. 




